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PTOSIS OF THE HEART AND DIA- 
PHRAGM. IMPORTANT POINTS FOR 
DETERMINATION IN THE CHRONIC 
PATIENT. 
BY JOEL E. GOLDTIIWAIT, M.D., BOSTON 


Tin following paper is presented for the pur- 
pose of calling attention to certain physical fea- 
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tures not commonly recognized in the examina- 
tion of patients, which seem to the writer of 
much importance in understanding the symp- 
toms presented in many of the chronic cases. No 
attempt is made to state the special symptoms in 
ithe given ease or to connect the special symp- 
toms with the anatome or mechanisiie ecndition 
found,—sinee to do this would not only be diffi- 
cult in some of the cases but would lead to the 
statement of much that would be empirical at 
this time and which only long study can definite- 
ly prove. The mere statement of actual physical 











Fic. 1.—The diaphragm is at the level of the eighth and vinth ribs and the base of the heart begins at the fourth 
rib, the text book normal position of both hea.t and v.aphrazm, 
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findings is all that is intended at this time, but 
as another reason for not analyzing symptoms 
in connection with these special findings, it is 
felt that undoubtedly the conditions here shown 
may lead to disturbances of the physiology wide- 
ly different in different cases as the result of 
other elements, partly anatomic and partly me- 
chanistic, not fully understood at this time. 














physiology, especially of the viscera of the ab- 
domen. 


DIAPHRAGM 
That the diaphragm is a muscle of much im- 


portance is the opinion commonly held, but just 
what this importance is or just how the muscle 
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Fic. 2.—The diaphragm at the extreme low point, the base of the last rib showing just above the central portion. 


Also in place of the rounded dome, the line is straight across, 


side view in Figure 4. 


The main desire of the paper is to eall atten-- 


tion to certain easily demonstrable changes in 
the position of the heart and in the position and 
movement of the diaphragm from those which 
are considered normal, believing that these fea- 
tures are of importance in causing many of the 
disturbances of circulation or of the general 


indicating very little movement. Compare with the 


works seems to be very imperfectly understood 
by the average practitioner. For this reason a 
few elementary statements are necessary. 

The diaphragm is a muscle occupying a posi- 
tion between the thorax and the abdomen with 
a central tendon and the muscular portion 
around the entire periphery. In the central 
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tendon are openings for the oesophagus and | 


vena cava, while at the back, by means of spe- 


cial arrangement of the muscular fibers, arches | 
are formed for the accommodation of the aorta 


and some of the other structures. 

The central tendon is continuous with part 
of the pericardium and extends on upward in 
the deep cervical fascia, being finally attached 
to the lateral surfaces of the low cervical spine. 








Fic. 3.—The same case as Fig. 2 except that 


Thus the suspensory ligament of the diaphragm 
is attached to the neck and if the cervical spine 
is properly held, the tension of the ligament re- 
sults in the diaphragm having a dome-shape 
convex upward. This serves as one fixed point 
upon which the muscular fibers, which are at- 
tached around the circumference, must exert 





the patient was lving down. 


their pull. With the diaphragm, as with the 
other muscles, only the proper function can oc- 
eur when the normal relationship of all its parts 
exists. In the arm, for illustration, the mus- 
cles of the forearm and hand cannot develop 
properly or exert their proper strength if the 
hand is held flexed at the wrist. With the dia- 
phragm, if the dome is not properly held, or if 
the shape of the chest wall is sneh that the 








In this position the dome of the 
diaphragm is drawn up moderately, showing that the low position is not held entirely vy sauucomue 


proper tension of muscle and ligamentous fibers 
does not exist, it is unreasonable to expect it 
to perform its extremely important part in the 
general physiology. In studying the function 
of the diaphragm it must be remembered that 
not only is the respiration involved in this but 
since there is no other mechanism which, in 
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l 
more than to a very slight degree, forces the | ditions here shown do exist and that once this is 
venous blood from the abdominal and pelvic | admitted, not only will an entirely different ex- 
organs back to the heart, its importance in the| amination be given our patients but such me- 
general circulation is obvious. chanical finding cannot fail to suggest reasons 
The fact that the diaphragm varies much in| for symptoms with the natural lines for relief, 
position as well as in range of movement, is at | According to the text books of anatomy, the 
first a matter of surprise to most observers, but} dome of the diaphragm should be at about the 
is capable of easy demonstration by roentgeno-!' level of the eighth or ninth rib at the back, be- 





am », 








os See 





Fic. 4.—The same case as Figs. 2 and 3, a lateral view with the patient standirg, showing the completely flat posi- 
tion of the diaphragm, the anterior attachment being at the same level as the posterior, instead of being several ribs 
higher in front, as is normal. 


logical study. The plates, which are here shown, | ing a little higher upon the right side than the 
were made by Dr. L. P. Morrison, as part of the| left, and this position should vary but little 
examination, carried out in the hope of exp!ain- | when the individual is standing or lying down. 
ing the symptoms present in the given cases. The fact that it is so placed at times is not 
The special symptoms, as already stated, are not questioned, as is shown in plate Fig. 1, but that 
described and all that is hoped with this paper this is very rarely the position found in the pa- 
is that our profession will realize that the con-| tients coming to a large chronic clinic cannot 
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be questioned and the variations are suggested 
by the plates, Figs. 2, 4, 5, 6 and 7. 

That the diaphragm is low, need not of itself 
lead to symptoms other than less than the nor- 
mal endurance, but if it is not fully mobile so 
that in change of position, especially lving down, 
it is not drawn up to its proper height, it will 


undoubtedly cause or lead to symptoms, the ex- ' 














and gives very definite evidence of the mobility 
of the dome. Adhesions, either in the abdomen 
or the thorax, at times lead to definite restric- 
tion of this movement. Besides this a fluoro- 
scopic tracing should be taken, both with the 
patient standing and lying supine, to show the 
range of movement on each side during natural 
breathing as well as the amount of motion pos- 
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Fic. 5.—Extreme ptosis of diaphragm and heart, the diaphragm being at the level of the last rib, with extreme 


downward inclination of the upper ribs. 


act nature of which must have wide variation. 

Because of this, any examination to determine 
the funetion of the diaphragm should involve 
x-ray study with the patient standing (Figs. 
2 and 7), and also lying down with the arms at 
the sides, the head being flat on the table (Figs. 
3 and 8). This shows the level in two positions 





Both circulatory and digestive disturbances should be expected. 


sible upon each side during forced inspiration 
and expiration. Normally the range of natural 
breathing should show these two lines about an 
inch apart and midway between full expiration 
and full inspiration (Fig. 9). Also the two sides 
of the diaphragm should be similar in this range 
of motion and in a well-trained person the stand- 
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ing position should show at least as high and 
with rather more excursion than when lying 
(Fig. 9.) Note in contrast to Fig. 9, the lines 
as they show in Fig. 10, a case of moderate 
ptosis. The low endurance in this ease is not 
surprising if the funetion of the diaphragm 
is considered. 





In studying the position and function of the 
diaphragm, it must be remembered, as stated 
previously, that unless the skeletal structures are 
correct in their shape, the organ cannot work 
rightly. In order for the hand to develop prop- 
erly, the midway position between flexion and 
extension at the wrist must be the comm ni po- 








The cases in which the symptoms will be most 
sure to be present are those in which, on stand- 
ing, the dome of the diaphragm is flattened, 
(Figs. 2 and 4) or with the line sloping down- 
ward from the central point without curve in- 
stead of rounded upward (Fig. 6). With this 
there is almost always very slight movement 
unless with great effort. 














ii 


Fiu. 6.—The diaphragm with its highest point at the level of the last rib, with the sides flat and sloping down- 
ward from this point. Note that the axis of the heart is nearly vertical. 


sition from which motion starts, so with the 
diaphragm the right position is essential. The 
normal shape of the chest at the level for the 
attachment of the diaphragm in front sheull 
be as pictured in Fig. 11 and the proportions 
of lateral diameter with the antero-posterior 
should be as two-thirds of the latter to the for- 
mer ; 7.¢., if the lateral diameter is 9”, the antero- 
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posterior diameter should be about 6”. 
this is not always so is shown by the tracings, 
Fig. 12 and Fig. 13. In the former the antero- 
posterior is much too small and part of the mus- 
cular mechanism of the diaphragm cannot work 


properly, while in the latter (Fig. 13) the lateral | 


is reduced and the antero-posterior increased 
with an entirely different disturbance of the 
muscular mechanism. All of these features must 





That’ 








amination of patients so much prominence. In 
the films here shown, none were from cases in 
which there was evidence of paralysis of any 
form. 

HEART 


Another feature which is undoubtedly of a 
good deal of importance with many of the 
chronie patients is the position and mobility 





Fic. 7.—Diaphragm with the level between the eleventh and iwelfth ribs. The heart almo:t wholly upon the left 


side and with its axis much more horizontal than normal. 


See Fig. 8. 





have significance in the disturbances presented {of the heart itself. Naturally, since the sus- 

by our patients, but at this time the relation | pensory ligament of the diaphragm is the peri- 

of cause and effect is left for the individual ob-|cardium, anything which lowers the position 

server to figure out with the special case. That|of the diaphragm must also change the posi- 

this can many times be easily traced, there is no tion of the heart, but the extent to which this 

question, and has given to this part of our ex- is pcssible does not seem to be understood nor 
| 
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is much, if any, attention given to it in study- ‘more than the apex with resulting more near- 
ing the many functional circulatory disorders.’ ly horizontal axis (Fig. 7). 

That the position of the heart, as commonly de-| In any examination, to study the function of 
scribed in the text books (Fig. 1), with the base | the heart, the mobility of the organ, as shown 





beginning at about the fourth dorsal vertebra, | by the standing or horizontal positions, should 


and with the axis as is here shown, is'not constant 
in the chronic patient is indicated by the illus- 
trations (Figs. 2, 5, 6, 7), but that the ptosis 





Fic. 8.—Same as Fig. 7, only with the patient lying. 


edly indicating adhesions. 


of the heart is not always the same is also shown. 
In some instances the position is simply lowered 


without the axis changing (Fig. 5), at other | 


times the apex falls to the middle line making 
the axis more nearly vertical than is normal 
(Fig. 6), or at other times the base may sag 








That the heart may not only 
its axis has been shown but it 
appreciated that the possible 


be determined. 
sag and change 
should also be 





In this position the dome of the diaphragm has been raised 
moderately, but the position of the heart, nearly horizontal and wholly on the left side, has not been changed, undoubt- 


Circulatory disturbances are to be éxpected. 


correction of the position is not always the 
same. Under ordinary conditions the position, 
which may be low when the body is erect, should 
be considerably corrected when the body is flat 
upon the back. At times this correction of the 
position does not occur, undoubtedly meaning 
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that it is held in its low position by adhesions. 
This low position is shown in Figs. 7 and 8, the 
first showing the position of the heart and dia- 
phragm, with the patient standing. The sec- 
ond with the patient lying down. In the lat- 
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Fic. 9.—The fluoroscopic tracing of the heart and diaphragm of 
a normal well-trained individual, showing the neutral position of 
the diaphragm in ordinary breathing a to be well between full in- 
spiration and full expiration. On lying down b the total excursion 
of the diaphragm is somewhat less and the neutral position is 
nearer the top line than the bottom. 
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Fic. 10.—Fluoroscopic tracing of a case of marked ptosis of 
the diaphragm showing very slight movement of the diaphragm 
with the patient standing a either for the normal breathing or for 
the extremes of motion. On lying down} the normal breathing 
shows, by the two middle lines, much greater range of motion 
than in the standing position and the diaphragm as a whole 
moves much more. The amount of movement here shown would 
indicate no adhesions and make the prognosis good for the correc- 
tion of the difficulty so that the diaphragm would be held high 
on standing. 





ter position the diaphragm has been raised con- 
siderably but the heart remains in exactly the 
same position shown in standing. 

That these features must have influence upon 
the general physiology, there should be but lit- 


Fic. 11.—Transverse tracing of thorax at level of the tip of 
the sternum showing the normal proportions in the diameters of 
the chest, the antero-posterior being about two-thirds of the 
laterat. 


Pr 


Fic, 12.—Transverse tracing at the same level as Fig. 11, but 
with .the antero-posterior diameter less than half the lateral. 
Imperfect function, of the diaphragm must exist under such con- 
ditions. 


Fic. 13.—Transverse tracing of the thorax at the same level as 
Fig. 11, but with the lateral diameter much reduced in propor- 
tion to the antero-posterior. Here also, because of the imper- 
fect relations between the diameters, the function of the diaphragm 
must be interfered with. 


tle question, and it is because of the apparent 
importance of these features as causative factors 
with the chronic patient that the communication 
is made. 
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EMPYEMA. A SUGGESTION FOR A NEW | chronic empyema ... imperfect or inadequate 
METHOD OF TREATMENT WITH THE! drainage, in which, no matter what treatment 
REPORT OF AN INTERESTING CASE| has early been used, tends to chronic cavity for- 
AND A REVIEW OF THE LITERATURE | @2@#02- 
And again: ‘‘For the reason that good drain- 

age is more easily maintained if a portion of rib 

has been resected, I believe that the best routine 

Wit the comparatively recent advance of | method of operation today is costectomy.”’ 
thoracic surgery, no subject has aroused greater; The trocar method may undoubtedly have its 
interest in the average surgeon, than the treat-| indications. As Schultze® points out, ‘‘this 
ment of empyema. method is often employed in cases of marked 

The object of this communication is, first, to| dyspnea, with bad heart action, where the pa- 
emphasize the importance of adhering strictly to| tient cannot risk a major operation.’’ 
fundamental surgical principles, so often over- However, the consensus of opinion is that, 
looked, when dealing with the treatment of em-| wherever an opening for continuous drainage is 
pyema, and second, to suggest a new method of | indicated, rib resection is the method of choice. 
treatment ol a certain group of cases. All the others result in a marked tendency to- 

A dreaded complication of all empyemata is} wards chronicity thereby creating a problem 
the tendency towards chronicity, and the volum- | instead of ME one. 

; . g 

inous literature is chiefly devoted to this phase|} Ag to the second objective,—to obtain a max- 

of the subject. imum lung expansion, a variety of methods has 
This very fact suggests that there must be|peen devised: blow-bottles, air-tight drainage, 

something fundamentally wrong in the treat-|the differential pressure drainage, and a num- 
ment of empyema in its acute stage, to make this | poy of others with various modifications. 

complication so generally common. And on a! (jJinical experience, however, shows that no 
closer analysis we find that, with the exception particular device can be credited with any ex- 
of cases which Eggers: would term unavoidable ceptional beneficial influence on the course of 

(such as old overlooked empyemata, tuberculo- the disease, as some cases are cured or become 

sis complications, etc.), all chronic cases can be! chronic under one method of treatment, as well 

traced to one or more errors in the treatment of!4, ynder another. Consequently, the etiologic 
the infection during the acute stage. factors responsible for the chronicity must be 
_The chief objectives in the treatment of any sought somewhere else. 

given case of acute empyema may be briefly| fartin‘ is of the opinion that there is a direct 

summarized as follows: first, evacuation of pus;|time relation between the duration of the in- 

second, maximum lung expansion; third, ster-| fected process, and changes in the pulmonary 

ilization and obliteration of the cavity with} ang parietal pleura .. . and that the ability of 

closure of the sinus in the minimum amount of| the lung to expand has a direct relation with 

time. ; a the interval between the onset of the empyema 
There is quite a divergency of opinion as t0| and the evacuation of pus. 

the methods by which the above objectives are} [ny other words, an early, and as far as pos- 

to be attained, each method having its advo-| sihle, complete evacuation of pus lessens the time 

cates and followers. for the deposits of fibrin and its organization. 

h See oo of salle sega It also diminishes the amount of pleural thick- 
ave been advocated: repeated aspiration, tro-| anine resulting sal irritation. 

car and catheter method, intercostal openings, ar ee of the 

and rib resection. cavity and closure of the sinus, it may be 
While according to Graham and Bell*® an ab-| stated that this is one of the most difficult prob- 

normally large opening may be dangerous, We | lems that confronts the surgeon and, in some 
must also remember, however, that a pin point) cases’ may tax the resourcefulness of the most 

puncture with a trocar is hardly to be encour-| able. 4 

aged as a routine method for pus evacuation. | While some insist that a properly drained 

, mysipegd snags cg of a = ay. | cavity requires no irrigation, others are strongly 

ant in all cases. Intercostal incision alone does | jn favor of irrigatine all empyemata. 

not afford adequate drainage, and, frequently; he ieee of the hctie sition has given 

secondary operations are required.”’ | the latter a new impetus, which carried the 
According to Martin,* ‘‘statistics show . . ./swing of the pendulum for irrigation to new 

that more chronic empyemata result from con-| heights. Only a few surgeons had the courage 
tinuous puncture aspiration drainage than from! to express a contrary opinion. 

any other form of treatment, except repeated; And while the arguments pro and con are ex- 

aspiration.’” lchanged, the one important factor, which is 
Eggers,’ in his analysis of 192 cases, con-| really to decide on the correct course to be 

cludes that ‘‘In regard to development of taken, is given very little consideration, and 
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usually overlooked, and that is the nature of 
the infection. To know the kind of organism 
involved is of inestimable value. It is as im- 
portant as the diagnosis itself. And as I shall 
show later, it is the only means to guide us to a 
correct solution of the problem. 


Lilienthal,? on the other hand, wishes us to 
believe that the ‘‘bacteriology ... is of prog- 
nostic value only.” 

This statement, to put it mildly, is a violation 
of an accepted fundamental surgical principle. 
One will hardly place an acute peritonitis of 
colon bacillus origin in the same category with 
a gonococeus infection, and will, no doubt, 
hardly attempt the same method of treatment. 
This principle holds true in pleuritis as well. 

Therefore, before any attempt at a successful 
treatment can be made in a given case of acute 
empyema, one must have a clear conception of 
the kind of organism responsible for the infec- 
tion and the pathology involved, not only from 
a prognostic standpoint, but also from the stand- 
point of treati..ent to be employed. For it is an 
accepted axiom that the underlying pathology 
of the ditferent organisms vary, and the treat- 
ment must, therefore, vary accordingly. 

A pneumococeus empyema, for example, pro- 
duces a thick pus and a considerable amount of 
fibrinous deposits on the pleura, walling off the 
abscess. In a streptococcus infection, the pus is 
usually thin and contains little fibrin. The in- 
flamed, irritated pleura is, therefore, less pro- 
tected and highly sensitive to foreign irritants. 

It is not my object to discuss the delicate 
chemical reaction of Dakin’s solution, to which 
its bactericidal properties are ascribed. 

However, considering Dakin’s primarily as a 
pus solvent, one can readily see from the fore- 
going that whereas the irrigation might have 
proven beneficial in one case, it may be detri- 
mental in the other. And even in a pneumo- 
coccus infection, it is of questionable value, espe- 
cially in the acute stage, as no one can tell where 
its action as a pus fibrin solvent stops and the 
action of an irritant to the inflamed pleura 
begins. 

As far as the irrigation is concerned, a num- 
ber of men have found it of no material differ- 
ence. Ashhurst® ‘‘is quite thoroughly convinced 
that in the vast majority of cases of empyema 
that (Dakin’s) irrigation is quite unnecessary, 
and that except in cases of long standing with 
much thickened pleura and non-expansile lung, 
healing will oceur quite as promptly, as pleas- 
antly, and as definitively by means of large and 
dependent drainage.’’ 

Wilensky® is of the opinion that ‘‘the method 
(Dakin) has not, according to my experience, 
shortened materially the length of time neces- 
sary for the complete cicatrization of the 
wound.’’ And, furthermore, ‘‘One cannot help 
but gain the impression that in the eases in 


which the use of Dakin’s is satisfactory, a heal- 
ing similar in all respects would be obtained 
without the use of the antiseptic solution, if the 
same meticulous care were exercised in the post- 
operative management.’’ 

The danger accompanying the introduction of 
Dakin’s in eases of streptococcus infection can 
readily be seen from the reports of cases ending 
fatally at times, taking into consideration the 
fact that there must have been a number of 
cases that were not reported. 

Heuer® reports hemorrhage and broncho-pul- 
monary fistula as a complication of Dakin’s. 
Capps’ reports a case of sudden death while in- 
troducing Dakin’s solution. Convulsions and 
syncope have been described by Weile.® 

The cause of syncope has been explained by 
Lewis and Capps ‘‘as a circulatory reflex, aris- 
ing from the irritation of the sensitive, inflamed 
pleura.”’ 

It was a case of syncope, followed by the in- 
troduction of Dakin’s, in one of my cases, that 
led me to the above conclusions and the abolish- 
ment of Dakin’s in all subsequent empyemata. 

The important object, then, was to find a sub- 
stance that would be a non-irritant, germicidal 
in character, and remove the adhering fibrin to 
release the compressed lung. 

On the suggestion of Dr. Timothy Leary, to 
try normal serum locally in all septic wounds, 
I decided to apply the same principle to empy- 
emata. 

That particular case made a rapid and an- 
eventful recovery. The patient has been well, 
now four years since the operation. 


However, the case to be reported here is of far 
greater importance :—first, because it illustrates 
most emphatically the danger of a so-called con- 
servative treatment; second, on account of the 
great number of complications that followed, 
each presenting a problem of its own; third, be- 
cause it suggests a new method of treatment, not 
only in empyemata where Dakin’s is contra- 
indicated, as it happens to be in this ease, but 
also in all other cases where irrigation of the 
thoracic cavity is to be employed. 


CASE HISTORY 


Harry S..—Male, age 52, was seen in consultation 
April 9, 1922. C.C.—Pain over left chest. P. H.— 
Negative. 

P.I.—Patient has been suffering from an occasional 
sharp pain on respiration for the last three or four 
weeks. About five days ago the pain became per- 
sistent and severe, and the patient experienced some 
difficulty in breathing. He was aspirated two days 
ago and about 500 ¢c.c. of fluid removed. He has been 
suffering from repeated chills with a swinging tem- 
perature. 

P.E.—T. 103; P. 120. Patient is W.D. and N. Ra- 
tional but markedly toxic. Heart showed slight dis- 
placement towards the right, no murmurs; sounds 
are rapid but regular. 








Per ae 


SS ee 




















592 NASAL CARTILAGE 


Lungs: Right chest on percussion negative. On 
the left there is dulness in the mid-scapular region 
down to the base. Auscultation reveals an occasional 
rale over the right side posteriorly. On the left side 
there are scattered numerous rifles with markedly 
diminished breath sounds, and diminished vocal 
fremitus below the mid-scapular region, extending 
into the axilla. 

Thoracocentesis was made and about 30 ce. of 
light colored fluid removed. Microscopic examination 
of sediment and cultures showed u number of pneu- 
mococci and streptococci, the latter predominating. 

In view of the infection involved, re-accumulation 
of pus and marked toxicity, immediate operation was 
advised, which, however, was refused. 

The patient was next seen on July 15, 1922, and 
the following history was obtained. About three 
months ago, a catheter was inserted through a trocar, 
and cavity irrigated with Dakin'’s for about two 
months, with very little improvement. 'Thoracotomy 
was done twice, two months after my first visit. How- 
ever, condition of patient has continued progressive- 
ly worse. He is now suffering from extreme debility 
and marked anorexia. Repeated fainting spells about 
three or four times a day and his chief nourishment 
consists of One Teaspoonful of Milk a Day, which 
he is unable to retain at times, 

Physical examination shows the man in a stage 
of extreme emaciation, weight about 80 lbs. Skin of 
yellow, ashen color, moist, cold and clammy; pulse 
weak, rapid and thready. 

Local examination at site of operation showed an 
opening over the eighth rib in the mid-scapular re- 
gion, containing a medium-sized catheter whick 
drained very little. The sinus showed a tendency 
to closure. 

In view of the patient's serious condition no fur- 
ther physical examination was made. White count, 
12,000, haemoglobin 35 per cent. (Talqvist.) 

Treatment: All food by mouth ordered stopped. 
Rectal feeding consisting of glucose. egg albumen, 
sodium bicarbonate in normal saline, instituted, Pa- 
tient ordered out-doors. 

The Dakin irrigation was previously discontinued 
on account of the bronchial fistula. I, therefore, after 
cocainizing the sinus, gradually enlarged the opening. 
through which narrow strips of gauze soaked in nor- 
mal horse serum were inserted into the cavity. Pa- 
tient stood the rectal feeding pretty well, and as 
the amount of fluid in his body increased, his appe- 
tite improved, and after four or five days the patient 
asked for food. 

The bronchial fistula had apparently closed after 
the repeated packings. 

Examination of the sinus and cavity with a cys- 
toscope showed the sinus covered with detritus and 
pus. The cavity was sacculated and its walls cov- 
ered with a dark gray membrane. Daily introduc- 
tions of normal horse serum were made into the 
cavity and tube inserted for drainage. Sinus was 
later cleaned out and swabbed with a 20 per cent. 
silver nitrate solution. 

I‘our months later the patient was up and around, 
cavity at that time showed no drainage except clear 
serum and to all intents and purposes appeared 
sterile, microscopic smears being repeatedly negative. 
The sinus was allowed to close. 

It is about one year since the second visit. Patient 
weighs about 200 pounds, attends to his daily busi- 
ness, and, except for an occasional referred pain over 
the epigastric region, experiences no discomfort. 
Sinus has been closed for the last five months. 
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CONCLUSION 


Whenever re-accumulation of pus occurs with 
signs of absorption, immediate operation is in- 
dieated. Prolonged inadequate drainage is the 
chief etiologic factor in chronic empyema. 

Where thoracotomy is indicated, rib resection 
at the most dependent portion of the cavity is 
the operation of choice. The opening into the 
cavity must not only be made, but also main- 
tained. 

And above all, if irrigations are to be em- 
ployed at all, normal horse serum is the ideal 
agent, for both acute and chronie eases. 

While this suggestion comes from an admit- 
tedly limited experience, the evidence in favor 
of this method is fairly conclusive, and as far 
as the literature can be traced, these are the 
first cases of empyema where normal serum was 
employed locally. 

I wish to express my indebtedness to Dr. 
James I. Lawlor for his valuable assistance ren- 
dered in the treatment of the last case. 
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A NEW NASAL CARTILAGE SUPPORT 
(“DISTENDER?’’; ‘‘EXPANDER’’) 


BY AGNES C. VIETOR, M.D., F.A.C.S., BOSTON 


THE writer recently found need for a tem- 
porary support of the nasal cartilages. What 
seemed the best ‘appliance on the market could 
not be adjusted to fit the patient, and attempts 
at alterations in its width and depth caused 
fracture of one or more of the four soldered 
points. The experience led her to devise the 
appliance here illustrated, which was very satis- 
factorily made by Codman & Shurtleff. 


A piece of silver wire (for instance .043’’) 
about 314” in length has a small ball (for in- 
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stance .075’’) fastened on each end so as to 
make perfectly smooth terminalis. The wire is 
then bent into a smaller and a larger elliptical 
loop connected by a diagonal. Either loop may 
readily be changed in length and width, and 
the distance between the loops may as readily 
be inereased or decreased. There are no points 
of rigid union to fracture, yet there is sufficient 
strength to give needed support, and, of course, 
any desired size of wire may be used. 
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GANGRENE OF THE FOOT AS A COMPLI- 
CATION OF TYPHUS FEVER AND ITS 
TREATMENT 


BY SOLOMON KAGAN, M.D., BOSTON 


Formerly Head of the Zemstvo Hospital in 
Crimea, and Government Physician in 
Typhus Districts of Rostov on the Don 


ONE of the serious and not rare complica- 
tions of typhus is gangrene of the foot. Its 
development is due to angionetic and angi- 
neurotic factors, namely, the pathological 
changes of peripheral blood vessels, the retarda- 
tion of the blood cireulation, the formation of 
thrombi and the specifie affection of the sym- 
pathetic nervous system.’ The latter condition 
causes spasm of the blood vessels, which is fol- 
lowed by stasis, and gangrene follows. Virchow 
suggests that a great deal of apparent symp- 
toms and complications depend upon the affec- 
tion of the cervical part of the sympathetic 
trunk. The relation of the typhus gangrene to 


| According to the statistics of the ‘‘Typhus 
| Hospital’’ in Moscow and Rostov usually only 
'a small part of the cyanotic extremities become 
|gangrenous, but sometimes the gangrene devel- 
|ops in a diffuse and progressive form, where, at 
autopsy, it shows a thrombosis of the large ves- 
sels, together with degenerative changes of the 
nerves. The pathological changes in the blood 
and nervous system develop during the 
fastigium of the disease, but the necrosis ap- 
pears usually after the crisis. In rare cases 
primary thrombophlebitis was observed where 
the lower extremities were neither cold nor mark- 
edly cyanotic, but there was edema and severe 
pain, especially on pressure. 

Herzen® says that in early amputation of the 
foot, even in adolescence, it is possible to per- 
form the operation without hemorrhage. On the 
other hand, if the operation is not performed 
immediately and the surgeon waits for the for- 
mation of a line of demarcation, then a consid- 
erable hemorrhage follows from the small and 
large arteries. It proves that the blood circu- 
lation may be established in the region of the 
gangrene, and that it is not necessary to hurry 
unless there is an absolute necessity. Indeed, 
gangrene often spreads only superficially, but 
the deep tissues are usually affected only on 
more restricted areas. Not all such threatening 
eases undergo necrosis; cyanosis, coldness of 
the tissue, and stasis can disappear; the earlier 
adopted measures are against stasis (like heat, 
slight massage, bandage, raising the foot, aleo- 
hol compresses to them, the injection of saline 
| solution, cardiac stimulants in full doses), the 
‘more rapid and satisfying is the improvement 
|of the blood circulation. 
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the changes of the sympathetic nervous system! Concerning the treatment of a non-progressive 
may be proved by the fact that the typhus gan-/| gangrene, theoretically, it should be directed to 
grene sometimes appears symmetrically: both|the reconstruction of the destroyed blood cir- 
little fingers, toes, or both ears are affected. | culation, as the typhus gangrene is caused by 
Oppenheim says that the development of a/the insufficient inflow of arterial blood or dila- 
gangrene as a complication in typhus resem-| tion of the capillaries and venous channels on 
bles that type of gangrene which follows Ray-| account of angioneurotic paralytic conditions; 
naud’s disease or neuritis with gangrene. In/ hence the object of the treatment is to improve 
typhus gangrene there are no thrombi in the| the circulation and to intensify the blood pres- 


centrally situated large vessels of the extremity. 
This condition markedly differentiates the ty- 
phus gangrene from the gangrene which devel- 
ops as a result of endoarteritis obliterans or on 
account of arteriosclerosis; in the latter cases, as 
a rule, there is thrombosis of the vessels on the 
level considerably more centrally than those of 


sure. It is worth making the attempt of Oppel’s 
conclusion, which indicates that it is possible to 
make the blood pressure in the threatened ex- 
tremity higher by lessening the venous outflow. 
The ligation of the vein will be useful either in 
case of thrombus of arteries or in progressive 
‘thrombophlebitis; the ligation with the following 








the beginning of the gangrene. The gangrene /|section of the vein would interfere with the 
of typhus and the gangrene due to frostbite are|spreading of the thrombus. But it is not un- 
similar in the part affected, viz., the back side| usual that, in touching, the thickening of the 
and sole of the foot. It is noteworthy that the} vein, on account of the tendency of the typhus 
typhus gangrene is met with among young indi-| patient to blood extravasation, may cause ab- 
viduals who are in excellent health and good|scess or venous thrombi. Practically, Herzen 
care. I saw one slight case of typhus in a pa- ‘has treated such cases before the radical oper- 
tient of 22 years of age complicated with a gan- | ation by swabbing with tr. iodine the dark parts 
erene of the foot. ‘of the foot, and with vaseline the skin of the 
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higher part of the extremity; the whole region 
should be covered with a thick non-hygroscopic 
cotton, and the bandage should be applied with- 
out any pressure. The peeled skin must be re- 
moved on the whole surface for the prevention 
of the collection of pus. When the gangrene 
develops the most favorable moment for the am- 
putation is when the boundary of the gangrene 
is marked decidedly. The neurotic skin peels 
and in its place appears a superficial scar; it is 
then dangerous for the nearest part as well as 
for the body, on account of the putrefaction of 
the tissue. The removal of the necrotic parts 
is imperative at this stage. Herzen reported 
two such cases, where the patients refused to be 
operated and in consequence died. 

If the amputation is indicated, the surgeon 
must take care, not only of the removal of the 
necrotic parts of the foot, but also that the re- 
maining parts should serve for standing. In 
this relation it is necessary to remember that the 
blood circulation revives, performing even hy- 
peremia, in the tissues which bound directly on 
the gangrenous region. Necrosis which, in the 
beginning, appears to occupy a large area, finally 
becomes restricted, and only part of the foot or 
toes becomes gangrenous; besides, in typhus gan- 
grene the large vessels do not become throm- 
bosed higher than the level of necrosis. Hence, 
the amputation may be performed just at the 
boundary of the gangrene. It should be borne 
in mind that the foot is supported on the floor 
especially by three points: 1, by the tuberosity 
of os ealcis; 2, by the head of the first metatarsal 
bone; 3, by the head of the fifth metatarsal bone. 
The mechanism of the construction of the foot 
becomes destroyed when one of these above- 
mentioned supporting points is absent. The ob- 
ject of the surgeon is, as in general cases of 
amputation of the foot, to obtain the minimum 
destruction of the functions of the foot by means 
of skillfully changing the supporting points. 
The removal of the toes does not seriously im- 
pair standing or walking, but the head of the 
first metatarsal bone may be removed without 
‘undue harm for the function of the foot only 
subperiosteally, according to Ollier and Fara- 
beuf. It can be done by leaving the sesamoid 
bones in a flap of skin, which later, on account 
_ of the establishment of a hard, fibrous and bony 
tissue from the periosteum, forms a_ hard 
cushion, which replaces the function of the head 
of the first metatarsal bone in walking. The 
amputation of the fifth metatarsal bone is not 
so great a hindrance for walking as the first. 
The amputation of one, or even two middle 
metatarsal bones does not do much harm, espe- 
cially if it is performed subperiosteally. On 
the contrary, amputation and disarticulation of 
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two exterior metatarsal bones considerably de- 
stroys the standing function of the foot. 

In eases of affection of all the toes, Herzen 
suggests amputation by sawing through all the 
metatarsal bones. He observed good results. 
This operation undoubtedly is better than Lis- 
frane’s disarticulation, because the superficial 
wound is more regular; Lisfrane’s operation in 
this ease is considerably worse; not only because 
of the loss of the tuberosity of the fifth meta- 
tarsal bone, but also on account of relative weak- 
ening of the insertion of the peronei longi and 
tibialis anticus muscles. The clinical observa- 
tions and the results of many amputations in 
eases of typhus gangrene performed in the Mos- 
cow Surgical Hospital on typhus patients give 
the basis for the following conclusions: 


1. During the treatment of typhus, atten- 
tion must be given to the feet. Coldness, edema, 
darkness and pain in the foot call for immediate 
application of proper treatment. 


2. At the development of a typhus gangrene 
amputation should not be resorted to at once. 
It is wise to wait as long as possible for the 
formation of the line of demarcation. 


3. It is important to perform the amputation 
in such a way that the function of the leg will 
remain in the greatest and most convenient 
form; for this purpose it is necessary to follow 
these rules: 


(a) On the front part of the foot, 7.e., in front 
of the naviculare-cuneiform articulation, each 
liveable centimeter should be saved. 


(b) On the rear of the foot Chopart’s oper- 
ation is not satisfactory; it is well to perform 
Pirogroft’s operation; it is preferable to per- 
form Ricard-Samfirescu’s operation. 


(c) In the case where it is impossible to leave 
the os ealcis, disarticulation should be per- 
formed according to Syme, which may give a 
fair stump. 


(d) The amputation of the leg and, even 
more, of the thigh is very rarely indicated in 
typhus gangrene except in cases of a diffuse 
gangrene which develops on the basis of a pro- 
gressive arteritis or thrombophlebitis. 
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ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
WEEKLY CLINICO-PATHOLOGICAL EXERCISES 





CASE 9431 


An American student of twenty-four entered 
March 26, 1923, complaining of pain and 
dyspnea. 


F. H. and P. H. Not recorded. 


P. I. On the afternoon of March 23 the pa- 
tient had a severe cold with moderate headache 
and backache. He felt quite weak. He stayed 
in bed until noon next day and remained in his 
room all day. March 25 he stayed in bed all 
day and took aspirin, ten grains every four 
hours. This gave considerable relief to the 
headache and backache. That afternoon he 
noted dry unproductive cough for the first 
time. He felt very weak and thought he had 
fever. About four o’clock he had a chill that 
made him shake considerably and hunched him 
up in a knot. At three o’clock on the day of 
admission he awoke with severe pain just below 
the ensiform associated with and aggravated by 
unproductive cough. Breathing was difficult, 
and deep breathing aggravated the pain. A 
physician applied adhesive plaster to his chest 
with great relief to the pain. 


P. E. (Because of his condition the exami- 
nation was incomplete and unsatisfactory.) <A 
fairly well developed and nourished, acutely ill, 
highly nervous young man wrapped up in sev- 
eral blankets, shivering. Breathing rapid, shal- 
low, labored, painful. Skin dry and hot. Very 
slight pyorrhea. Throat somewhat injected. 


cough which caused excruciating pain chiefly 
under the lower sternum, with production of 
small amounts of pinkish, thick, slightly puru- 
lent sputum. Apex impulse of the heart seen 
and felt in the fifth space 8 em. to the left of 
the midsternum in the midelavicular line. No 
enlargement to pereussion. Sounds rapid, regu- 
lar, of good quality. Soft systolic murmur at 
the apex, not transmitted. Lungs. Expansion 
greater on the left. Diminished breathing at 
the right back from the lower third of the scap- 
ula down. 





No definite dullness or change in| Serious outlook.’’ 


side. Genitals, extremities, pupils and reflezes . 


normal. 

T. 103.1°-105.5°, rectal. P. Steadily rising, 
92-145. R. 28-58. Urine. 5 24 on the one oc- 
easion recorded. Sp. gr. 1.032. No albumin or 
sugar, two or three leucocytes per high power 
field and a few hyalin casts. Blood. Hgb. 90%. 
Leucoeytes 14,500-3,700. Polynuclears 79%. 
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Area of dullness at left base occupying the costophrenic angle 
and obscuring the heart apex and diaphragm. The outline of the 
diaphragm below is suggested by the gastric gas bubble seen be- 
neath it. Upper limit of area of dullness is indefinite and has 
not the characteristic position and outline of fluid. In the Jung 
above it and diminishing upward are small areas of mottled dull- 
ness extending to the lung root, which is increased in size and 
density. On the right side scattered throughout the lower two- 
thirds of the lung field, most marked in the lower half, are 
numerous shadows of mottled dullness. 


Two blood cultures negative. X-ray. (See illus- 
tration.) ‘‘The findings are probably due to a 
pathological process in the lung parenchyma, 
most marked in the left base. . . . Shadows in 
the remainder of the lung fields are suggestive 
of a scattered infectious condition throughout 
both lungs probably of the same nature as the 
denser area noted. There is no evidence of free 


‘fluid, but there may be a small amount of fluid 
Tonsils absent. Frequent paroxysms of racking | 


in the left base.’’ 


The day after admission Dr. W. H. Smith 
noted, ‘‘Very ill. Dyspnea with pain on in- 
spiration. No focus found for aureus infection. 
No costovertebral tenderness. No palpable kid- 
ney. Abdominal muscles held rigid, probably 
from pleural pain. Two small hyperemic pap- 
ules, one on the left palm, the other on the right 
index finger. The systolic apical bruit appears 
harmless. ... At the right base some dullness, 
suggesting fluid rather than consolidation. 
That afternoon the house 


character of breath sounds made out. No rales | officer could make out no abnormal signs in the 
or friction rub heard. Abdomen negative ex- | lungs. The patient was raising considerable 


cept for scar of hernia operation on the left} amounts of sputum colored uniformly with 
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! 
blood and becoming more and more purulent | 
with each examination. March 28 the left back 
showed dullness, increased fremitus and voice, | 
loud bronchial breathing and a very few rales | 


from the lower third of the scapula down. The | 
right back showed slight dullness, distant | 
breathing and occasional medium rales. The 


sputum was much more purulent. A culture | 
showed a profuse growth of staphylococcus 
aureus. 


The condition the next morning was much | 


the same as the day before. The patient gradu- | 


ally grew weaker, and that evening died. 


DISCUSSION 


BY DR. RICHARD C. CABOT 


NOTES ON THE HISTORY 

ORDINARILY if the pain is in the chest and we 
have the combination of pain and dyspnea we 
cannot help registering a guess that pneumonia 
is What we are dealing with. Here we have not 
enough to go on. 

The record does not say anything about his 
being of a race we could not communicate with, 
sO we may assume that his family and past his- 
tory were not recorded because he was so sick. 

As we read on it seems to me that our first 
guess is still in our minds and is somewhat rein- 
forced by what we learn. The pain is in a 
rather queer place. We do not usually have 
epigastric pain in pneumonia, but we may have 
it. It is usually on one side, either in the iliac 
region or below the ribs. Still I do not see why it 
should not be in the epigastrium. On the other 
hand we are always liable to be fooled by a 
disease which starts off like an acute respiratory 
infection but is really a general infection. A 
gall-bladder trouble may start in this way. In 
retrospect we are then accustomed to say that 
we did not take a proper history and that there 
really must have been pain over the gall-bladder 
at the start. But I am convinced that gall- 
bladder disease, pancreatitis, and I suppose less 
common things like ulcer, begin as a general 
septicemia without any localization until several 
days after the onset. 

The things to keep in mind here are pneu- 
monia, which I think is the first guess, and then 
some sort of local peritonitis with general 
symptoms, 


NOTES ON THE PHYSICAL EXAMINATION 


1. I should say that that shivering, although 
we do see it with subdiaphragmatic lesions, is 
not so common as it is with disease above the 
diaphragm. 

2. The apex beat is where it ought to be. 
This is the sort of murmur to which we pay no 
attention whatever. 
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3. The lung expansion is greater on the left, 
so we suspect the right. 

This is just the sort of physical examination 
that makes us cautious in saying there is any- 
thing the matter in the chest, just the sort we 
get when the trouble is below the diaphragm and 
the liver is pushed up so that when we think we 
are pereussing the base of the chest we are real- 
ly pereussing the liver. The absence of rales 
and of any change in the breath sounds—mere- 
ly their diminuticon—makes us wonder whether 
this is not liver. On the other hand the earliest 


sign of pneumonia, especially in my experience 


the influenza type, is often this diminished 
breathing and nothing else. But there ought to 
be rales very soon if it is going to be pneumonia. 

As we go on we have not a thing to confirm 
my guess of some local peritonitis. Everything 
that is at all definite points rather to the respir- 
atory tract. Pneumonia is still my first guess. 

Of course the second white count, if this is 
pneumonia, gives us a bad prognosis. 

I will ask Dr. Merrill to take charge of the 
x-ray plate. 

Dr. Merritt: Usually we associate an area 
of dullness of that character in one of the cos- 
tophrenie angles, obscuring the anatomical 
markings, with the presence of a certain amount 
That is our first guess. We could see 
a suggestion of gas in the stomach or perhaps in 
the splenie flexure, which suggests the position 
of the diaphragm. I see no mention of a fluoro- 
scopic examination. Perhaps he was too sick. 
If that had been done we could have seen if 
there was any excursion of that side of the 
diaphragm. With a certain amount of fluid the 
characteristic outline is an oblique line rising 
from some point in the diaphragm, according to 
the amount of fluid, upward to the chest wall. 
While having a suggestive shape this does not 
have the typical upper border. ‘‘The extreme 
apices were relatively clear on both sides.’’ That 
is a rather important differential point against 
the possibility of tuberculosis. Knowing as 
little as we do about many of these patients 
when they come to us, everything must be con- 
sidered. We conclude that the process involves 
the lung itself and not the pleura alone. Of 
course in any acute infectious condition involv- 
ing lung or pleura the presence of any small 
amount of fluid is possible. But the general 
picture here suggests to us that the lung is in- 
volved not only in the left base but also in other 
parts by a scattered process of some infectious 
nature. That is a picture not infrequently 
shown in the distribution of a purulent process, 
essentially numerous scattered purulent foci, 
oftentimes simulating a metastatic condition, 
often from a pyemie origin. Or it might here 
be the extension of a process of some purulent 
infection from below the diaphragm causing a 
metastatic suppurative condition in the lung. 
Of course there are several possibilities. If this 
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were an elderly person, and not a young man,| Dr. Casor: Dr. Smith was, of course, look- 
we should have to consider metastatic malig- | ing for some source of staphylococcus infection, 
naney, and there is the possibility of an unusual | of which a carbuncle is the ordinary example. 
type of tuberculosis. But the upper lobes being | We have nothing here. Dr. Smith considered 
so clear, the probability of a lighting up of a/ the possibility that some subdiaphragmatie pro- 
chronic phthisis would be out of the question. | cess had worked through. We must consider 
Dr. Casot: Malignant disease, abscess, tuber-| that before we get through. But so far I see 
culosis, pneumonia, are the four possibilities | nothing to suggest it. In the ‘‘small hyperemic 
Dr. Merrill has mentioned. In tuberculosis the| papules’’ he is thinking of metastatic septic 
point he has made is the absence of trouble in! emboli. 
the apices. We have been over a very large! So far the clinical examination has empha- 
number of necropsies lately. We have not had | sized the right base and the fluoroscope the left, 
a single case of phthisis which did not start in | which is an interesting contrast. Was this case 
the apices or in the hilus; we have not had any | fluoroscoped in the ward? 
ease of primarily basal tuberculosis. So if the; A House Orricer: I believe it was on the 
apices are free we have not got tuberculosis. way up to the ward that the x-ray was taken, 
Should you say, Dr. Merrill, that if we were | and he was too sick to fluoroscope. He was an 
judging by radioscopie appearances alone this | emergency case. 


might be malignant disease ? Dr. Casot: Finally we get ‘‘a considerable 
Dr. Merritu: It might be. amount of sputum.’’ That is of importance. 


Dr. Caspor: Therefore we have to combine| Now we are getting more emphasis on the pus, 
what we see with our other knowledge of the} more than we had in the beginning. 
patient before we can judge about that. Should 
you say those might be little abscesses ? | DIFFERENTIAL DIAGNOSIS 
Dr. Merritt: They might be, with the strong | 
probability that there might be abscesses in the} This pus seems to me the first point we have 


base, not primary but a secondary infection. to consider here. A person can die with puru- 
Dr. Cazot: In the lung rather than outside.| lent bronchitis on top of pneumonia. I have 
Dr. MERRILL: Yes. been struck here in the last few years with the 


Dr. Casot: Of course we are always think-| frequency with which Dr. Richardson reports 
ing of empyema as complicating pneumonia, if | purulent bronchitis as the outstanding infection 
we are thinking of pneumonia at all. But you | even when there is very little in the lung itself ; 
think if there is pus here it is inside rather | certainly we get that associated with pneumonia. 
than outside ? ‘|So we can explain the purulent sputa in that 

Dr. Merritu: Yes. We think that from the| way. On the other hand it seems to me that 
fact that both sides are somewhat involved. | those abundant purulent bronchial exudates are 
From the findings in the left baSe alone we could | not so common at the age of this patient as in 
not say that it was pneumonia and not empyema. | older people. 





Dr. Canor: Would you say that the involve-| The diagnosis then seems to me between mul- 
ment of the lobe is probably patchy rather than | tiple abscesses of the lung, which this purulent 
lobar ? sputum strongly suggests, and a number of foci 

Dr. Merritt: Yes. |of bronchopneumonia with a. purulent’ bron- 





Dr. Casot: We leave out malignant disease | chitis and with or without an empyema on the 
by the patient’s age, tuberculosis by the site of | left. Sizable abscesses of the lung are gener- 
the lesion. Abscess. In the vast majority of | ally right-sided. There is a very large pre- 
cases we have a cause, we have something that | ponderance of the right side among abscesses 
starts it—ordinarily in this part of the world a| which are produced during operations, pre- 
tonsil operation. Then we have ordinarily pus| sumably because the course of the right bron- 

| 





in the sputum. It is said here to be slightly | chus is so much more direct than the left. Here 
purulent. We do not see people die so fast. I} of course we are not dealing with a postoper- 
never knew anybody to die at this rate with | ative ease, so the location on the left side does 
abseess of the lung as the main eause of death. | not prejudice us against abscesses. 
Of course there might be abscess plus something| A House Orricer: On the day before death 
else. But he has been sick three days in all.| there seemed to be a great deal more dullness on 
With this history it is almost ineoneeivable to | the left side. 
me that this is abseess. So that so far as we go; Dr. Casor: Now we have all the facts, I 
[ should say he had pneumonia of the patehy| think. There is nothing to make us consider 
type of both lungs, especially at the left base. the abdomen so far as I see. There is nothing 
A House Orricer: The sputum at first con-|}to make us consider the kidneys, the nervous 
tained a lot of influenza bacilli and a few/system, or the digestive tract. It comes down 
staphylococci. As it became more purulent the|to the lungs and pleura, and in the lungs and 
staphylococci went up until it became almost| pleura it is certainly either patehy pneumonia 
pure pus. or multiple abscesses. I still incline towards 
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pneumonia as either the whole cr a large part of 
this process. I am trying not to be influenced 
by anything Dr. Merrill or any one etse has 
said which tends to push me towards abscess. 

The chief question seems to me as between 
bronchopneumonia and abscess. But I have 
never seen abscess kill at this rate. I have never 
seen people die as quickly as this with abscess. 
With bronchopneumonia often. 

Dr. LINENTHAL: I do not believe he has any 
pus in the pleura. 

Dr. Casot: I do not think I should feel clear 
about that. 

Dr. LinentHaAL: Would you get a white 
count of 3000 in empyema? 

Dr. Casot: Yes, if he is going down to death. 
I have seen it in general peritonitis with quarts 
of pus. 

A Puysictan: What would be the condition 
you would expect here? 

Dr. Casot: Patehy pneumonia,—I think Dr. 
Richardson generally calls it that rather than 
either broncho or lobar. 

Dr. Ricuarpson: Yes, or focal. 

A Puysician: Isn’t the predominance of 
staphylococci in the sputum rather unusual? 

Dr. Casor: I do not know enough to answer 
that question. 

Dr. Youna: Did he have a positive blood 
culture of staphylococcus aureus? 

A House Orricer: He had two blood cultures 
and both were negative. 

Dr. Casot: Staphylococcus aureus grows 
pretty well in the blood stream? 

Dr. Youne: It is a worse prognosis when it 
is found. 

Dr. Casor: I had an idea that the aureus 
grew better in the blood than the streptococcus. 
We have a tremendous number of negative cul- 
tures here ante mortem when we have been 
pretty sure that the streptococcus was in the 
blood. 

A PuysicIAN: There was no reason to sus- 
pect the staphylococcus was metastatic? 

Dr. Casot: No. There was no focus known 
from which we could get it, and primary staphy- 
locoececus process in the lung, so far as I know, is 
extremely rare. 

A House Orricer: There was a sputum cul- 
ture which came out aureus. 


CLINICAL DIAGNOSIS 


Bronchopneumonia. 
Septicemia, staphylococcus. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Bronchopneumonia. 
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ANATOMICAL DIAGNOSIS 
1. Primary Fatal Lesions 
Pneumonie influenza. 
Bronchopneumonia with abscess formation 
and hemorrhages. 
Diphtheritic tracheitis and bronchitis. 
2. Secondary or Terminal Lesion 


Fibrinopurulent pleuritis. 


3. Historical Landmarks 


e 
A 


Slight chronic pleuritis. 


Dr. RicHarDSoN: The conjunctivae were 
clear, but the skin of the face and trunk was a 
little sallow. 

Dr. CaBoT: Were there any petechiae on the 
skin anywhere to suggest sepsis? 

Dr. RicHArpson: It merely was sallow. The 
head was frankly negative. Rigor mortis was 
well marked, although there was well marked in- 
fection in the case. The peritoneal cavity, ap- 
pendix, esophagus, stomach and intestines were 
frankly negative, except that the mucosa of the 
small intestine showed streaks and areas of red- 
dening. These not infrequently accompany in- 
feetions. 

Dr. Casot: There was actual hemorrhage ? 

Dr. Ricuarpson: Yes. In each pleural cav- 
ity there was about 150 ec. of thin purulent 
fluid. The lungs here and there were coated 
with fibrinopurulent exudate. There was what 
was apparently thymus gland. But here again 
one has to be very careful, because frequently 
what appears to be thymus gland tissue turns 
out to be fat tissue with no thymic elements left 
whatsoever. So although he was twenty-four 
years of age and had a thymus gland weighing 
thirteen grams he had apparently no thymus 
tissue at all. 

The trachea and bronchi and even the small 
branches showed blackish-red, thick, velvety 
mucosae and on top of that a thin layer of fibrin- 
ous dirty grayish material—in other words the 
character of pneumonic influenza and added to 
that a so-called diphtheritic membrane. The 
bronchial glands were slightly enlarged, black- 
ish-red and bloody. All through, these tissues 
above the diaphragm were bloody. 

The apices of the lungs were frankly negative. 
The tissue of the lungs generally ran from pale 
purple-red to blackish-red and was saturated 
with blackish-red fluid. That is the picture in 
pneumonic influenza. In places the tissue is 
almost gelatinous; it sinks in water, and yet is 
not consolidated tissue. Here and there were 
smaller and larger resistant areas more or less 
soft and necrotic, and in places the center ma- 
terial was frankly purulent, semi-fluid,—in other 
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words, pus. Besides these there were places here 
and there scattered through the lungs, most 
marked in the lower lobes, which were areas 
grayish-red to dark brownish red, resistant, and 
which could very well be called bronchopneu- 
monia. So that in these lungs we found in the 
background influenza and, added to that, bron- 
chopneumonia and abscesses,—a very striking 
and interesting picture. 


Dr. Casot: An empyema? 
Dr. RicHAarpson: If you wish to call it so. 
Dr. Casot: Everybody is right! 


Dr. Ricuarpson: The circulatory system 
generally was negative. 

The liver weighed 1565 grams, was pale 
brownish red with engorged vessels. The spleen 
was plump and dark brown red, not particularly 
soft, yet there was in this case definite infection. 

Dr. Casot: How big was the biggest abscess 
that you remember seeing ? 

Dr. Ricuarpson: I did not put the measure- 
ments down, but we will say the largest was 7 
em. across. Scme rested up underneath the 
pleura and over them where they came to the 
surface we found exudate. Then there were 
some along the bases with exudate and some 
fluid. 

Dr. Casor: Does that represent the whole 
consolidated area, or just the purulent portion? 

Dr. Ricuarpson: That is the whole. We 
presume it started as a bronchopneumonia. 

Dr. Casot: The abscesses came as a compli- 
eation and termination of pneumonia. You 
spoke of this all through as ‘‘inflwenza.’’ You 
do not mean by that to suggest any adherence to 
the bacillus of Pfeiffer? 

Dr. Ricuarpson: No; I do not follow any 
one in that. I do not know what the cause of 
influenza is. They find the so-called influenza 
bacillus, but we do not bow down to it. 

Dr. Casot: I think the majority of phy- 
sicians today pay no attention to the bacillus of 
Pfeiffer. Pfeiffer himself has said that it does 
not amount to much. But influenza is a definite 
entity. Post mortem the distinguishing thing 
is the presence of a lot of blood in the trachea 
and bronchi and everywhere. In our hospital 
abroad we saw many of these people spit blood. 
More people had nosebleed and spit blood in our 
influenza epidemic than in any disease that I 
ever saw. Is there any record of cultures post 
mortem ? 

Dr. RicHARDSON: For some reason none were 
made, or they were contaminated. 

Dr. Casot: There has been an enormous 
amount of work on the bacillus of influenza since 
the war. Everybody thought they had it. We 
thought so in our unit. But nobody knows it 
today. 

Dr. E. L. Outver: Is that diphtheritie mem- 
brane common in influenza? 

Dr. RicHarpson: Not so that we put it down 





as a diagnosis. I do not know whether there was 
any question of diphtheria in this man. 

Dr. Sampson: No, there was no question. 
There was nothing in the throat. 

Dr. RicHARDSON: Do not mistake this term 
‘*diphtheritic.’’ It simply means a membrane 
of degenerate necrotic material and fibrin. It 
may be associated with diphtheria or with 
cholecystitis or cystitis, ete. 

Dr. Casot: It is a bad term. We should get 
rid of it. 

Dr. Merritt: May I speak of the apparent 
discrepancy in the pathological picture as Dr. 
Richardson sees it and the x-ray plate? This 
man was very sick in the Emergency Ward, as 
I understand it, and the x-ray examination was 
made before he was admitted to the house, on 
the 26th. He died three days later, and the 
findings are separated by that interval. Of 
course this was a very sick man with a very 
rapidly acute infectious process, and the picture 
can change very considerably in that length of 
time. We find more marked conditions in the 
lung and a small amount of fluid in the pleural 
cavities. 150 ¢c.c. would be almost invisible any- 
way, and at the time that plate was taken prob- 
ably that did not exist. 

Dr. Foster: May I ask about the blood ves- 
sels in this sort of lung? 

Dr. RicHarpson: They are engorged. 

Dr. Foster: But not thrombosed. One of the 
students asked me the other day about the oc- 
currence of primary infections in the lungs and 
the occurrence of endocarditis. The blood gets 
directly back to the heart,—why are not the 
valves involved? They are in the other direc- 
tion often. 

Dr. RicHarpsoON: When we have an infec- 
tion, especially with the staphylococcus, the sep- 
tie pneumonias,—that begins as an infarct be- 
cause the bacillus plugs up the vessels. But here 
there is no particular evidence except in some 
of the areas of bronchopneumonia, where they 
were a little resistant. Those vessels might be 
plugged by the infection, but there was no 
visible thrombosis. 

A Puysician: You believe that the staphy- 
lococeus was a secondary infection? It is in- 
conceivable that a primary staphylococcus could 
give a picture like this. 

Dr. Ricuarpson: It would not be very much 
unlike this except that it would not have the 
influenza picture. That added element shifts 
the whole thing. 


>>> 
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CASE 9432 


An American schoolgirl of thirteen, entered 
March 9, 1910. 


F. H. Her mother died of tuberculosis two 
years after the birth of the patient. 
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P. H. She had a few sore throats with re- | 
moval of adenoids several years ago. Three 
years ago she had a bad attack of chorea. She | 


had always been very nervous. 


P. I. Three weeks before admission she be 
gan to have twitching, which March 8 became 
much worse and in the evening very violent. 
For two days she had had slight cough. 

P 


K. A well-nourished girl unable to sit in 


a chair, screaming at times, with violent chorei- | 


form movements of all the museles. At times 
she had to be held in bed. Left tonsil enlarged. 
Apex impulse of the heart best felt in the fifth 


space in the anterior axillary line 6 em. outside | 


the nipple, 13 em. from midsternum. No en- 
largement to the right. Action rapid. <A faint 
systolic murmur at the apex transmitted to the 
axilla. At the base sounds of an entirely dif- 
ferent quality. In the pulmonic area a late sys- 
tolie murmur with a loud sharp pulmonic second 
greatly accentuated and louder than the aortic 
second, but not definitely made out because of 
the activity of the patient. Pulses of fair vol- 
ume and tension. Lungs, abdomen, pupils ani 
reflexcs normal. Genitals and extremities not 
recorded. Skin of back and exposed areas red- 
dened and roughened. A skin consultant pro 
nounced the condition irritation due to constant 
movements, 


T. 99.8°-105°: eontinuous general rise after 
Mareh 10. P. 119-151. R. 29-58. Urine. 
59-29. Sp. gr. 1.012-1.026. Cloudy at all cf) 


four examinations, the slightest possible trace of 
albumin at the last, slight acetone at two. 
Blood. Heb. 1 per cent., leucocytes 17,000, 
polynuclears 85 per cent. 


The patient continued to be very violent and | 


was not quieted except for periods of half an 
hour to an hour by any of the sedatives used 
until large doses of veronal made her sleep most 
of the time for thirty-six hours. After this the 
motions were easily controlled by morphia. 
Mareh 16 the heart seemed larger than at en- 
trance. During the next two days the jerks in- 
creased, and the patient became quite cyanotic 
and had a good deal of cough and pain in the 
A pleural rub developed over the left 
chest and also a to-and-fro cardiac rub loudest 
over the area of relative dullness and hardly 
heard over the area of flatness. March 19 there 
was some dullness in the middle of the left back, 
with a moderate number of fine respiratory 
erackles and a dry rub over the right back. The 
heart apex impulse became more forcible and 
localized, now in the fifth space as far out as 
the anterior axillary line. The pulmonic second 
sound seemed louder. 

March 19 the patient became suddenly worse 
and died. 
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DISCUSSION 


BY DR. RICHARD C. CABOT 


NOTES ON THE HISTORY 


We know that this girl died at the age of thir- 
teen and that her illness lasted only a little more 
than a month. What acute fatal diseases are 
most common at this age? Of course, the exan- 
themata are the commonest, but not ordinarily 


fatal. Tuberculous meningitis is common and 
fatal. Other forms of tuberculosis at this age 


are practically never fatal within a month. All 
the neoplasms except brain tumor are very rare. 
The affections of the duectless glands and the 
different forms of anaphylaxis which often show 
themselves at this age represent chronie diseases 
and are therefore out of consideration. Acci- 
dents, especially automobile accidents, which are 
terribly common in children, deserve a word of 
mention but no consideration. Heart 
of the rheumatic type and the variety of ne- 
phritis often due to the same organism are mod- 
erately common, representing one or two per 
eent.. perhaps, of the population of this age, 
but as a rule they do not kill so early. Cer- 
tainly then the commonest menace to life char- 
acterized by a brief illness at this age is some 
form of infection. That is inevitably in our 
minds as we begin the study of the ease. 

It may be assumed that the patient was ex- 
posed to tuberculosis during the illness of her 
mother. Nothing is said of a removal of the 
child from the mother’s presence. But in the 
past history there is nothing to suggest tuber- 
culosis in this patient. On the other hand, there 
is definite evidence suggesting streptococcus in- 
‘fection both in the form of sore throats and of 
chorea. and in the present illness it is obvious 
that this latter disease is the main eause of her 
sufferings. Ilysteria might eause such violent 
twitching. But if the history is correct it 


disease 


'would show other manifestations of the same 
| disease previous to three weeks ago. Organic 
| 


| brain disease with incodrdination and twitching 
shows itself much earlier, if it occurs at all at 
this age. The various intoxications and indus- 
'trial poisons which may cause tremor and per- 
|haps twitching are hardly to be considered, as 
ithere is no mention of any such exposure. 


NOTES ON THE PHYSICAL EXAMINATION 


In the physical examination there seems no 
reason to doubt that the movements of the pa- 
tient are due to chorea. As would be expected 
in so severe an attack, the heart is evidently in- 
volved, the most important evidence of its dis- 
ease being enlargement. The systolic murmurs 
heard at the apex and at the base might well 
be present in any infectious disease, without 
leading us to assume any endocarditis. In this 
particular disease, however, endocarditis is so 











Volume 189 
Number 17 


common that we may picture to ourselves a col- 
lection of minute reddish granulations dotted 
along the mitral valve a few millimeters from 
its free edge, with possibly the same appear- 
ances on one of the other valves, though the 
mitral is much the most often affected. The 
loudness of the second pulmonic sound at her 
age is very difficult to settle as pathologic. 


Otherwise the physical examination shows | 


nothing of importance, though the leucocytosis 
and the rise of temperature go to confirm the 
idea of a streptococcus endocarditis. 

The treatment of a case of this kind offers 
ereat difficulties. If one gives enough sedative 
to control the violent movements, one upsets in 
a dangerous way the normal functions of the 
body. If one does not give this sedative the 
patient may die of exhaustion, even when endo- 
carditis is absent or plays a minor part. In the 
present case apparently the motions were con- 
trolled more easily than is always possible. 

During the patient’s stay in the hospital there 
developed additional physical signs pointing to 
acute pericarditis and acute pleuritis, and also 
to some pulmonary lesion, as indicated by dull- 
ness and fine erackling rales. This pulmonary 
condition may be a bronchopneumonia due to 
the streptococcus or the pneumococeus, or pos- 
sibly to the development of a tuberculosis start- 
ed through contagion from the mother but hith- 
erto latent. 


DIFFERENTIAL DIAGNOSIS 


Our impression is that this patient died not 
so much of exhaustion as of infection, and as we 
have evidenees of infeetion in the pleura, lung, 
pericardium, and probably in the heart, it is not 
surprising that the patient was overwhelmed. 


CLINICAL DIAGNO-IS (FROM HOSPITAL RECORD 


Acute chorea. 

Aeute endocarditis. 
Acute pericarditis. 
Mitral regurgitation. 
Dry pleurisy. 
Bronchopneumonia ( ?) 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Streptococeus infection. 
Chorea. 

Acute endocarditis. 
Acute pericarditis (?) 
Acute pleuritis (?) 


3ronchopneumonia or tuberculosis of the left 
lung. 
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ANATOMICAL DIAGNOSIS 

1. Primary fatal lesions 
(Acute chorea. ) 

Fibrous and verrucose endocarditis of the 
aortic valve. 

Verrucose endocarditis of the mitral valve. 

Serofibrinous pericarditis. 

2. Secondary or terminal lesions 
Hypertrophy and dilatation of the heart. 
Chronic passive congestion, general. 
Hydrothorax, double. 

Tuberculosis of the upper lobe of the left 
lung. 
Status lymphaticus. 

3. Historical landmarks 

Foci of obsolete tuberculosis in the bronchial 
lvmphatie glands and lungs. 
Chronic pleuritis. 





Chronie appendicitis. 


Dr. RicuarDsoN: We were not permitted to 
examine the head. 

The appendix showed a well-marked stage of 
ichronie appendicitis. 

Kach pleural cavity was half full of thin, pale 
fluid. 

The right lung was bound down generally by 
old adhesions, and the left lung presented a 
few scattered old adhesions, some in the region 
of the apex. The trachea and bronchi contained 
a moderate amount of dirty yellowish muco- 
purulent material. 

The thymus gland was still present and 
weighed 12 grams. The bronchial and medias- 
tinal glands, generally, were more or less en- 
larged and pigmented, and three of the bron- 
chial glands on section showed small fibro- 
calcareous masses. 

The tissue of the right lung generally was 
rather leathery, dark salmon red, and yielded a 
moderate amount of dark red, frothy fluid. In 
the substance of the middle portion of the upper 
lobe there was a small fibrocaleareous mass sit- 
| uated just beneath the pleura, which was slight- 
|ly retracted over it. In this lung elsewhere 
there was no good evidence of tuberculosis of 
any sort. The upper two-thirds of the upper 
lobe of the left lung was resistant and lumpy to 
|the touch. In the substance of the upper part 
of this lobe there was a small eavity 2 em. in 





| diameter lined with a grayish yellow membrane 
|}1 mm. thick and contained a small amount of 
|caseo-purulent material. At one point in the 
| wall of the cavity a small bronchus opened into 
\it. The lung tissue about the cavity showed 
| fibrosis and induration, and within it were sev- 
eral small fibroeaseous and _fibrocaleareous 


j Masses, and in their region were numerous mi- 
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nute to small discrete and confluent tubercles. | berculosis. I remember another case with ex- 
These tubercles extended pretty well down into| actly this association of an acute fatal chorea 
the substance of the middle portion of the lobe.| and acute pulmonary tuberculosis in a patient 
Just beneath the pleura on the upper part of | of this age, when pulmonary tuberculosis is rela- 
the anterior lobe there was a very small fibrocal-| tively rare. It would be interesting to collect 
eareous nodule. The tissue of this lung else-|cases of this association and see if one could 
where was generally leathery, dark red, and/trace the order of development so as to deter- 
yielded a moderate amount of dark reddish,|mine whether the chorea determines the out- 





frothy fluid. 

The pericardium contained a considerable 
amount of pale, cloudy fluid supporting fibrin- 
ous shreds and masses. The vascular and parietal 
layers were coated with a thin layer of mem- 
branous fibrinous material which weakly bound 
the two layers together. Here and there on 
the pericardium there were discrete and conflu- 
ent dark reddish hemorrhagic spots and areas. 

The heart weighed 257 grams, enlarged. The 
myocardium was negative. The cavities showed 
some enlargement. The valve 
were: mitral 9 em., aortic 6 em., tricuspid 1014 


em., pulmonary 614 em. The mitral cur- 
tain showed scattered along its free margin 


an irregular row of reddish coxcomb-like granu- 
lations. The curtain elsewhere showed but little 
if any fibrous thickening. The aortic cusps pre- 
sented a moderate amount of diffuse fibrous 
thickening which slightly contracted and de- 
formed at least two of the cusps. Along the 
free margin of the cusps there was an irregular 
band of grayish granulations. The other valves 
were not remarkable. The coronaries were free 
and negative. The aorta, however, showed in a 
few places fibrous streaks and areas in an extent 
not to be expected at this age. 
branches were not remarkable. 


The spleen showed a dark red, elastic tissue 


with prominent follicles. 


The kidneys weighed 252 grams and showed 
The gastro-intestinal tract | 


passive congestion. 
was negative except that the solitary and agmi- 
nated follicles showed marked prominence. 


The retroperitoneal and mesenteric lymphatic | 


glands were moderately enlarged, up to 2 em. in 
greatest dimension. 

Dr. Cazor: It is of interest to note that there 
was a fibrous and therefore chronic endocarditis 
on the aortic valve in addition to the acute 
process there and on the mitral. 


of chorea three years ago, the aortic valve was 
involved. The chronic pleuritis also gives us 
reason to believe that the tubereulous process 
had extended beyond the bronchial lymphatics 
at an earlier time. Indeed this seems to be 
proved by the presence of obsolete foci of tuber- 
culosis in the lungs themselves. 

One may speculate a little perhaps upon the 
question whether this old tuberculosis, presum- 
ably acquired in her second year, was lighted 
up by the attack of chorea, or whether the cho- 
rea itself represents an infection made possible 
by diminished resistance, itself a result of tu- 


circumferences | 


This means | 
that at previous time, very possibly in the attack | 


| break of tuberculosis, or vice versa. 

| What relation, if any, has the condition of 
| Status lymphaticus found here at necropsy to 
| the rest of the lesions? We have ordinarily sup- 
| posed, on rather insufficient evidence, I think, 
'that the presence of status lymphaticus makes 
| any other disease or injury, such as operative 
|insult, much more serious. But one needs to 
|trace further the relation between this myste- 
‘rious condition and the two infections which 
|were present in this ease. 

Since no organisms were demonstrated in this 
ease except those of tuberculosis in the lung, it 
|might be argued that the lesions in the heart 
'and pericardium were really manifestations of 
tuberculosis. Against that we can merely say 
'that from their morphology it is reasonable to 
|suppose that they represent another infection, 
since we often see such lesions in connection 
| with streptococcus disease, and do not so far as 
| I know ever see them demonstrated to be of tu- 
|bereulous origin. That is, we never find tu- 
| berele bacilli in the vegetations on the valves in 
/such ease. Until such are demonstrated we may 
well refuse to believe that tuberculosis is ever 
|a cause of endocarditis. 


The great | 


———>-e—__—_ 
CASE 9433 


| AN American barber of sixty-two entered 
| July 21, 1923, complaining of pain in the stom- 


‘ach. 


F. H. Unimportant. 


P. H. He had always been well and strong 
except for gonorrhea at twenty-two and tape 
worms at thirty-two. 


P. I. A year and a half before admission he 
began to have pain under the ensiform radiating 
to the back, steady, and ‘‘burning like fire.’’ It 
occurred every day, sometimes in the middle of 
the forenoon or the middle of the afternoon, 
sometimes at night. Because of it he gave up 
| working altogether two months and a half ago. 
| It was severe enough to make him curl up or 
walk the floor. It was relieved by pressing his 
hand to his stomach, eating a bow] of corn flakes 
and milk, taking baking soda, which gave imme- 
diate relief for several hours, or applying 
Sloan’s liniment or a hot towel. During the 
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attacks he frequently vomited with temporary 
relief clear fluid, extremely bitter and very 
acid; no blood. He immediately regurgitated 
most of the water he drank and all the lemon- 
ade. Grapefruit gave more heartburn than 
anything else and caused watery eructations. 
For over a year he had been limiting his diet, 
first omitting pork, then all meats. For the 
past month he had eaten nothing but corn flakes 
and milk. For seven months he had had heart- 
burn daily, relieved by lime water. It was im- 
possible to draw out any history of the hemor- 
rhage. Three weeks ago his bowels, usually reg- 
ular, did not move for three days. As a result 
of MgSO, he had a movement as ‘‘hard as 
stone,’’ he thought gray. He had grown pale 
and had lost about thirty pounds in the past 
year and a half. His best weight was 196 
pounds, his present weight probably 170. 


P. E. Rather obese. Mucous membranes 
pale. Septum deviated to the right, causing 
slight obstruction. Throat and tonsils reddened. 
Lungs clear. Apex impulse of the heart not 
found. No enlargement to percussion. A sys- 
tolie murmur at the apex. B. P. 160/85. Abdo- 
men. Resistance in the upper abdomen. Liver 
felt on the right. Under the upper end of the 
rectus liver, spasm or a mass was felt—impres- 
sion, spasm. Genitals, extremities, pupils and 
reflexes normal. 

Chart not remarkable until August 4; August 
4-8 T. 98°-101.8°, P. 71-106. Before operation 
amount of urine not recorded, sp. gr. 1.010- 
1.022, alkaline at four of five examinations, a 
very slight trace to a slight trace of albumin at 
two, 2-3 leucocytes to a high power field at one; 
blood—hgb. 60 per cent. to 75 per cent., leuco- 
eytes 10,800-25,000, polynuclears 72 per cent.; 
reds 4,230,000-5,960,000, at the first examination 
(the only stained smear) marked achromia, 
poikiloeytosis and anisocytosis, tending toward 
microcytes, tailed forms, many oval and sausage- 
shaped cells, platelets markedly decreased and 
small. Wassermann negative. Gastric analy- 
Fasting contents. 35 ¢.c., slightly yellow. 
Free HCl, 1. Total acid, 12. Guaiac negative. 
Test meal. 20 e.c., normal. Free HCl, 41. 
Total acid, 59. Guaiae negative. Lumbar punc- 
ture. 10 ¢.c. of clear colorless fluid. Pressure, 
160; after withdrawal of 5 e.ec., 120; after with- 
drawal of another 5 .c.,110. Three cells. Total 
protein 30. All tests negative. X-ray. July 25. 
(See illustration.) Stomach contained a small 
residue at six hours. Peristalsis active. Outline 
irregular along the lower portion of the lesser 
curvature, presenting at this region a large pro- 
jection. This appeared to interfere with the 
peristaltic wave, and the region never filled well. 
The sphincter appeared wide and questionable 
in regularity, although there was no marked 
delay in the passing of the barium. Tenderness 
was present in this region. First portion of 


SUS. 





duodenum never filled with good outline, per- 
haps because of an insufficient amount of 
barium entering it, or very possibly because of a 
second lesion in this region. These abnormal- 
ities were the same at two observations on suc- 











Outline irregular along the lower portion of the lesser curva- 
ture, presenting at this region a large projection. This appears 
to interfere with the peristaltic wave; the region never filled 
well. The sphincter appears wide and questionable in regularity. 
The first portion of the duodenum never filled with good outline. 
cessive days. Remainder of gastro-intestinal 
tract not remarkable. Left diaphragm high and 
limited in exeursion. 


Orders. July 21. Five meal gastrie diet. 
Sodium bicarbonate gr. x t.i.d. p.c. July 23. 
Atropin gr. 1/120 by mouth, repeat in an hour 
if necessary. July 24. Morphia gr. 1/6 s.e. 
Hyosein hydrobromide gr. 1/200 s.c. Sodium 
bicarbonate gr. xv. July 26. Hot Dobell’s gar- 
gle t.i.d. July 27. Magnesium oxide and so- 
dium bicarbonate each gr. x t.i.d. July 28. 
Morphia gr. 1/6 s.¢., repeat once if necessary. 
July 29. Morphia gr. 1/6. August 1. Sodium 
bicarbonate gr. xv. August 4. Force cool fluids; 
no ice. Veronal gr. x at bed time. August 6. 
Two per cent. cocain ten drops in half a glass of 
water. Nothing by mouth. Rectal glucose 5 per 
cent. 5 iv every three hours (not given). Au- 
gust 6. Hyoscin hydrobromide gr. 1/200 s.e. 


Before July 25 the patient had one attack 
of hiccups. Surgical consultants advised oper- 
ation, to which the patient was much opposed. 
It was therefore planned that he should go home 
with orders for a five meal ‘diet and alkali as 
needed. 

The night of August 3 he complained of sleep- 
lessness. Next day he had epigastric discom- 
fort and no appetite, and in the evening the 
temperature rose to 101.8°, the pulse to 102, the 
respirations to 26. The leucocyte count was 
19,600. There was some dullness at the left base 
posteriorly with loss of tactile fremitus and 
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bronchial voice sounds. The night of August 6 
he again had hiccups. August 7 he had acute 
retention, requiring catheterization. 
tate was felt by rectum to be enlarged. August 
8 he was definitely weaker and hiceuping. The 
sclerae were icteric. 

August 8 operation was done. 
the patient was slightly irrational, but 
jectively better. August 12 the temperature 
was down. There was little drainage and he 
looked and felt beiter. 
gry and comfortable. 

August 18 after walking across the ward he 
fainted. A few minutes later he was dyspneic, 
pale and in moderate shock, with pulse 120 and 
blood pressure 118/75. He was 
shock. 


The next day 
ob 


soft. 
over the right chest, became very dyspneic and 
cyanotic, and died a respiratory death. 


DISCUSSION 


BY DR. EDWARD L. YOUNG, JR. 


There are two things in this history that stick 
in my mind: (1) the comparatively recent onset 


of pain, which may be suggestive of stomach | 


trouble; and (2) the fact that this pain comes 
on in the middle of the forenoon or night,—in 
other words, when the stomach is presumably 
empty. 

We have another thing that is of considerable 


importance, and that is that this pain is relieved | 


by food, by alkali, and by getting rid of the 
acid contents of the stomach. I think we have 
enough in the history here to throw us into one 
of the two big divisions we always have to con- 
sider,—that is, has this thing an organic basis 
which demands serious attention in the line of 
surgery, or is it a so-called functional condition ? 

Here is a man with definite symptoms, al- 


though not all typical, with loss of weight. His | 


pain is real enough so that I think we have to 


believe in it, and it is relieved by those things | 
which we know often relieve organie stomach | 


conditions of uleer, whether simple or malig- 
nant. <As I say, the one thing that seems to 


impress itself on my mind is the comparatively | 


recent onset of symptoms in a man of cancer 
age. 

‘“‘Spasm or a mass was felt—impression 
spasm.’’ That is the best description of that 
sort of thing that I have read in any record. 
It describes what it might have been from the 
‘feeling, and the impression of the man who 
felt it. 

Alkaline urine is natural with his diet and the 
amount of soda he is taking. 

The hemoglobin is a little low, which again 
suggests malignancy. 

They were fishing for the possibility of a gas- 
tric crisis, T suppose. 


CABOT CASE RECORDS 


The pros- | 


August 16 he was hun- | 


treated for | 
Soon afterwards he vomited (no blood). | 
At first there was no pain, and the abdomen was | 
Ten minutes later he complained of pain | 






M. & S. Journal 
October 25, 1923 


Boston 


| 

I do not think it is possible to get back of the 
story this man gives as to its being an organic 
condition. The fly in the ointment is the lack of 
blood in the vomitus and the negative guaiac on 
examination of the stomach contents. If this is 
a cancer of the stomach of one and a half years’ 
duration, there should have been in that time 
some evidence of blood in the vomitus. Is it pos- 
sible that this is trouble in the biliary tract? 
It certainly is not possible to rule it out. But 
it is not the typical story or anywhere near the 
typical story that we should expect. It is noto- 
rious that gall-bladder disease has the relation 
to food which causes the ‘‘atypical’’ indiges- 
tion, that certain things cannot be eaten, and 
there will be attacks called ‘‘bilious,’’ or indi- 
gestion, after eating certain food. It is not nec- 
essarily a harsh food that causes trouble; it may 
be simple food, and very seldom does it go to 
'the point where the pain is relieved consistently 
by vomiting or by alkalis. 

It seems to me, however, that in spite of the 
lack of blood there is enough to say that there 
|is some organic condition near the pylorus. 
| Dr. Casor: You mean cancer? 

Dr. YounG: Yes. 

Dr. Casot: One points I should say, in favor 
of your diagnosis is that he has anemia and yet 
he has not lost any blood. He cannot have a 
‘secondary anemia from ulcer unless he has lost 
| blood. 
| Dr. Youna: There is no evidence except that 
| he has been so shy of food. 

Dr. Casot: There is no evidence that one can 
get anemia from starvation alone. It concen- 
trates the blood. 


| Dr. Foster: Is that a very great anemia? 
| Dr. Youne: No, it is not, and yet it is below 


70 per cent. Down to 70 I always think is de- 
batable ground. 
Dr. E. L. Otiver: It says 
achromia at the first examination. 
Dr. Cavor: That is much more important, 
'I think. Those are things we don’t get just 
\for the fun of it,—when people are run down, 


that he has 


ete. 

A Puysictan: Does the esntinuity mean 
anything in favor of its being cancer—the lack 
of periodicity ? 
| Dr. Youna: 
| cancer. 
| A Prysictian: Do you think the loss of 
weight is in favor? He weighs 170 pounds, and 
the cancer has been going on for a year and a 
| half. 
| Dr. Youna: He has not been going down- 
| hill all that time. His first symptoms were a 
| year and a half a but I think we have all 
;seen cancer that on for a considerable 
| time without any more definite loss of weight. 
| This is thirty pounds, which is a considerable 


eourse. 


It is more suggestive to me of 


oo, 


eOeS 


‘loss. of 
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Dr. Merritt: If we knew just how recently 
he had begun to lose that weight, shouldn’t we 
have more basis? 

Dr. Youne: It says during the last year and 
a half. 

A Priysician: Do you think the loss of 
weight can be attributed, if he had uleer, to the 
fact that he had not eaten much food? 

Dr. Youne: He has done pretty well on diet. 
Corn flakes and milk, if he has eaten enough 
of it, is a good diet. This is not like some of 
the stories we read here about a patient who 
has not had anything but liquids for a month 
or two months, and has vomited everything 
eaten. Under these conditions—even though 
we know of course they do not vomit every- 
thing—it is inevitable to lose a lot of weight. 

Dr. Merrill, will you comment on the x-ray 
plate? 

Dr. Merritt: I think there is no doubt, as 
Dr. Young says, there is something to indicate 
that the man has some organic disease. So far 
as the value of the history to us is concerned, | 
think that most of our demonstrable gastric 
cancers give us a briefer history than a year 
and a half, and this man says it has been a 
year and a half since his acute symptoms be- 
gan with pain. That usually suggests to us 
that the history may really be longer than that 
before the acute things began, or until they 
were precipitated by some change in his gas- 
trie condition. But presuming the history is 
true, that is longer than the average story 
which we get from gastrie cancer eases. His 
age is in favor of cancer. His loss of weight, 
assuming that it was very recent, is also in 
favor. If it had been gradually falling off for 
a year and a half it might be, so far as we 
know, either cancer or uleer. The gastric find- 
ings were so questionable that we made a sec- 
ond observation and found practically the 
same thing both times. 
a small residue at six hours. By 
due’’ 
the meal, and that does not signify to us actual 
obstruction. The peristalsis was active. The 
activity of the stomach may account for the 
finding of such a smal] delay even in the pres- 
ence of a carcinoma, but usually gastrie hyper- 
activity is inconsistent with gastric malignancy. 
It is more suggestive of an inflammatory con- 
dition. So far as we have gone we have a 
stomach which has some delay in spite of gas- 
trie activity, and the outline of the stomach as 
seen after giving a full meal is irregular along 
the lower portion of the lesser curvature. As 
an ordinary thing projections from the gastric 
outline mean uleer craters rather than carci- 
nomatous tumors, although there is a small 
elass of malignancies which from their irregu- 
lar outline or perhaps by an ulcerative process 
in the malignaney itself will show an apparent 


‘ 


The stomach contained | 
‘small resi- | 
we mean twenty-five per cent. or less of - 











projection simply because we do not see the 
whole gastric outline. Of course the portion of 
the stomach occupied by the tumor is invisible. 
In this small class of eases, which has been 
noted by every observer, it may very well be 
malignancy and is often found to be. As in in- 
filtrating conditions, the wave stopped and did 
not go by that point. There was no marked 
delay in the passage of the barium during the 
observation. Coincident lesions in the duode- 
num and the lesser curvature of the stomach are 
not at all uncommon. The findings are sug- 
gestive of an ulcerative lesion on the lesser cur- 
vature, and I believe that the deformity was in 
part due to adhesions about the antrum follow- 
ing the perforation of the ulcer, although ma- 
lignaney cannot be excluded. 


The more I think of this case the more un- 
certain I become. But I think that after fol- 
lowing this discussion I should be tempted to 
say that considering all the possibilities,—the 
significance of the gastric symptoms, as Dr. 
Cabot has explained, having so little bearing on 
the question of malignancy or ulcer,—after all, 
malignancy may be the most probable con- 
clusion. 

We see here on the lesser curvature, rather 
low down, a projection, and below that the 
stomach does not fill well. That may be and 
probably is due to the presence of a tumor on 
the lesser curvature, preventing its free filling. 
It might also be due to adhesions about this end 
of the stomach in consequence of a large per- 
forating ulcer. 

Dr. Youne: Dr. Merrill speaks of that as 
being a short time for symptoms of cancer of 
the stomach as the roentgenologists see it. On 
the other hand, I believe that the ordinary 
story of uleer will extend over a much longer 
period, and very often there will be the inter- 
mittent story of pain and freedom from 
trouble. 

The orders are essentially attempts to lessen 
discomfort in the stomach by diet, by alkalis. 
The atropin was given the day of the x-ray to 
lessen any pyloric spasm. The hiccups always 
suggest attacks of trouble with the kidneys. Of 
course it can be due to plenty of other things. 
The icterus may be nothing but infection. 

Does this medical picture mean long infection 
of definite nature, or can it go with congestion ? 

Dr. Casor: It may perfectly well all be be- 
low the diaphragm. 

Dr. Youna: The possibility of a leak from a 
perforating ulcer, subacute perforation, so 
ealled, might account for the story. The acute 
retention with a large prostate to be felt by 
rectum suggests obstructing prostate. But in 
a man who is definitely weak it does not neces- 
sarily mean a severe grade of that. But that, 
plus his hieeupping, again makes us wonder 
whether there is trouble there. I think we 
have to remember that we do not see the patient 
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‘ 
here. On the evidence here I do not see what | OPERATION 
they were operating for, unless for a subacute | ‘ , , , 
wonhedion P - , Loeal novocain. Four-inch high right rectus 
imuscle-splitting incision. The peritoneum was 


Dr. Harmer: I don’t think the description ; ee? ; 
is complete. He was seen by the surgical people | opened without incident except for adhesions 
about the fourth or fifth of August, and at that : the a to the pe etn oe wall. 
time he showed spasm and tenderness on the | lere were also many adhesions between the 
right side, which is not mentioned here, although duodenum and the liver, most of them of old 
ede tow tle sumed standing. These were cautiously separated, 

Dr Youne: a ether words a very definite | 20d a recent inflammatory mass was encoun- 
suggestion of a subacute perforation to go with | tered. a coc 7 — -— to es sd 
the story of increase of pulse and temperature. | ™°" ° en ee oe oe 

a Maen: Cave wes 6 Core alata the abdominal cavity. Abdomen elosed in 
change, both in his appearance and in his chart. | layers to wick. 

Dr. Youna: So that the belief then is that 


this process is perforative and that it is neces- " ; 
sary to go in and repair the damage. That is| Dr. Youne: In other words, according to 
|this—Dr. Harmer will amplify it as necessary 


what I assume from what is added. | , ; 
Dr. Harmer: He was seen in the medical|—they did not find anythmg. It does not say 


wards by Dr. Davis, operation advised and re-|@®ything about the stomach here at all. 

fused. He was kept a little longer, and during | Dr. Canor: They did not find any ulcer or 
these few days he apparently perforated. Then : ©@ncer or anything else? 

he was seen again by Dr. Jones, who thought | Dr. HARMER: _Oh yes, we did. I did the op- 
he had a perforation. The man was in wretehed | ¢ration. We did it under novocain and it 
condition. He was cold, his forehead was| Worked very well, and we were able to get a 
sweaty, his nose was cold. The abdomen was | g00d exposure. There were adhesions to the 
not board-like but was resistant; but here we | front wall inside. He had considerably more 
are considering a man in very poor shape. | fat than one would think from his loss of weight. 
There was. however. definite resistance on his| He had a mass which was in back of his duode- 
right side, extending down to the lower part of /num. We could see the front wall of the duo- 
the abdomen. It was thought then that he had|denum. There were a few fresh adhesions, but 
| |most of them seemed to be old, as if he had had 


FURTHER DISCUSSION 


probably ruptured. Dr. Jones suggested oper- a. 
ation under local anesthesia, if nothing else was |@" old process which in the past had started to 
done to put a drain into that side. |perforate and had walled itself off. There was 
Dr. Casot: I should like to know what the | 0 free fluid. In other words, he had no definite 
diagnosis was. | perforation, although he might have been try- 
Dr. Harmer: The diagnosis was ruptured | !mg to perforate, because there were some fresh 
gastric ulcer. adhesions present. The under surface of the 
Dr. LInentHAL: I think ulcer is the most | liver showed no malignant nodules. The lower 
‘end of the stomach was felt—it could not be 


probable. | . ' 
De Canoe: I aia betting ca eaneer. 'well seen—and did not feel remarkable. So a 
De Youna: How often proportionately do | drain was simply placed to the foramen of 


| Winslow. 


uleer and cancer perforate? : : ae 
Dr. Foster: Why did they put in a drain if 


Dr. Casot: I have seen cancer perforate a! 


: é : | Sa Nees 19 
number of times, but nothing like so often as, there was no fluid? ; ; 
ulcer. | Dr. Harmer: Here was a man in extremis. 


Dr. Youna: Isn’t it later in the disease, isn’t | He had a few fresh adhesions. He was appar- 
it more obviously a cancer? a on the.point of perforating. The chances 
Dr. Cazot: Yes, I should say so. 'were he was more likely to perforate than not. 


. Dr. Youne: I hate to give up the diagnosis | So the drain was put in simply as a precau- 
of cancer myself, and yet I think the story for | Uonary ecetonnaae ; a 
ulcer is very strong. | Dr. Casor: With what diagnosis did the sur- 


: , P : 9 
Dr. Harmer: The point you mention is the | $¢02 come out of the operation? 
one mentioned by the surgical service, that is,| D8. Harmer: Duodenal ulcer. 
You thought that mass was 


that he apparently was perforated, and if it was| _ DR. YOuNG: 


perforation it was probably ulcer rather than ulcer? ae 
| Dr. Harmer: We did not think it was cancer. 


malignant. 
Dr. Young: That is an operation that cures. 

DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS There are two things I should like to settle. 

(1) I think we have as much evidence as we 
ean have that he died at the last of one of the 
PRE-OPERATIVE DIAGNOSIS surgical accidents, of pulmonary embolus. But 
|1 should like to know what you think Dr. Rich- 








Perforated gastric ulcer. 





- Perforated gastric ulcer. 
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ardson is going to find. Dr. Harmer did not | that is, the skin was loose over the subcutane- 


find anything in the pylorus in feeling of it 
suggestive of cancer or ulcer such as we have 
been describing. He thinks there is a lesion in 
the duodenum, which means of course ulcer,— 
because cancer of the duodenum is too rare to be 
considered,—with subacute perforation, which 
I think still has got to be assumed as being 
there. Have his symptoms all been due to that, 
so that we can on that basis explain his low 
hemoglobin in some other way than by cancer? 
I am going to put myself on record as believing 
he had carcinoma. That is rather a foolish 
thing to do because a good deal of the evidence 
since I discussed it seems to me to swing the 
other way. Dr. Harmer believes that he has 
duodenal ulcer. Dr. Linenthal believes he has 
ulcer. 

Dr. Cazot: I think he has a cancer. 

Dr. YouNe: How many for cancer? How 
many for uleer? About half and half. 

Dr. Foster: Have we any stool examination? 

Miss PAINTER: Guaiae was constantly nega- 
tive at five examinations. 

Dr. Youne: Of course it is possible that 
there was nothing there. Every now and then 
Dr. Richardson assures us that there was 
nothing. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Perforated gastric ulcer with localized peri- 
tonitis. 

Pulmonary embolus. 

Coronary block. 

Operation, laparotomy with drainage for per- 
forated gastric ulcer. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Gastrie cancer. 
Pulmonary embolus. 


ANATOMICAL DIAGNOSIS 
1. Primary Fatal Lesion 
Uleer of the duodenum. 


td 


Secondary or Terminal Lesions 


Pulmonary embolism. 

Arteriosclerosis. 

Arteriosclerosis of the vessels of Willis. 

Wet brain. 

Partial arteriosclerotie occlusion of the cor- 
onary arteries. 

Slight fibrous myocarditis. 

Hypertrophy and dilatation of the heart. 

Edema of the lungs. 


Historical Landmarks 


Operation wound. 

Chronic localized peritonitis. 

Cholelithiasis. 

Dr. RicHarDsOoN: This man was well enough 
developed, but rather poorly nourished. The 
body looked as though weight had been lost,— 








ous tissues and fat, and on section the fat 
seemed to be in fairly reasonable amount at 
first glance, but on closer inspection we saw 
that the connective tissue was quite prominent, 
so that there was quite a reticulum of fibrous 
tissue, indicating that previous to that there 
had been more fat there. 

There was a wet pia and a wet brain. The 
vessels of Willis and the branches showed 
marked sclerosis, in places slightly calcareous. 

The skin and mucous membranes were pale. 

The stomach was considerably enlarged and 
contained much opaque fluid and food-like ma- 
terial; the mucosa was rather pale——a good 
stomach. In the duodenum however, on the 
right side posteriorly and extending around to 
the anterior lateral wall on the right, was a loss 
of substance 414 x 3 em., a frank ulcer, the up- 
per margin of which was practically the pyloric 
ridge. The ulcer rested far enough above the 
gastroduodenal artery, which runs across and 
back of the duodenum, so that the patient es- 
eaped what probably would have happened if 
lower down,—death from hemorrhage. The ul- 
cer on the right was adherent, as Dr. Harmer 
said, to the inferior surface of the left lobe of 
the liver. Removal of those adhesions tore away 
a thin filmy veil of tissue which spread across 
the base of the ulcer; so that there was practi- 
cally a perforation at some previous time. 

The intestinal tract below that was out of the 
picture. 

The heart weighed 482 grams,—enlargement 
due to sclerosis, which was well marked in the 
aorta and great branches. In one branch of the 
aorta, that is the left coronary artery, just be- 
yond its orifice, there was considerable fibrous 
and fibrocaleareous sclerosis with marked dim- 
inution of the lumen,—in other words, partial 
occlusion of that coronary. The right coronary, 
while not showing such a marked diminution, 
showed some, and was the seat of well marked 
arteriosclerosis. In the pulmonary artery there 
was a V-shaped embolus. On the left side, while 
the first great branches were frankly negative, 
in remoter branches there were small bits of 
embolic material. When we first opened it we 
thought we were not going to find an embolus. 

The portal veins and radicles, the liver, pan- 
creas, and ducts were out of the picture except 
that the common bile duct, which was slightly 
dilated, contained three small concretions. The 
gall-bladder contained one coke-like stone. The 
spleen was negative. The kidneys showed no 
definite changes. In the myocardium there 
were a few spots; it was a question in my mind 
whether they were myocarditis or not. I 
thought they were, and the microscope showed 
fibrous myocarditis. 

A Puysictan: What was the origin of the 
emboli? 

Dr. Ricuarpson: We did not find it. 
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ABBREVIATIONS USED 


IN CASE 


PROCEEDINGS 


RECORDS 


F.H. family histor) em. centimeters 

P.H. past history e.c. ecubie centimeters 
PI. present illness gm. grams 

P.E. physical examination mgm. milligrams 

i temperature mi millimeters 

P. pulse gr grains 

R. respirations tid. three times a day 
B.P. blood pressure p.r.n. when required 

As aortic 2nd sound Ss. @. subcutaneous 

PY, pulmonic 2nd sound p.e. after meals 

hgb. hemoglobin tb. tubercle, tuberculosis 
cta. catamenia K.L. bacillus diphtherie 


sp. gr. specific gravity 





DIAGRAM REPRESENTING THE CARDIAC BORDERS 


t 9 oD line 


The upright 


midsternum. The figure at the left, 4, indicates the 
border as 
the sum of 


the right 


percussion ; 


distance to 
4 found by 
those at the 


right, {) — de, 
shows the distance to the apex 
impulse, or if that is not re- 
corded, to the left border by per- 
The large dot 
decimal point) indicates the 
mammary line. In certain cases 
the substernal dullness corre- 
sponding to the aortic arch is indicated by a second 
transverse on the midsternal line. 


cussion. 


D 5-6 
five or six times, 
four times. 


- = MICTURITION, day 
night 


N 4 


THE COMMON CHEMICAL ABBREVIATIONS, as HCl, KI. 


etc. 


INQUIRY FROM A SUBSCRIBER 


Will you please give me, through the medium 
of the Cabot Case Records, the method used at 
the Massachusetts General Hospital in deter- 
mining the non-protein nitrogen of the blood. 
I should like the technique in detail. 


A detailed account of the technique of the 
non-protein nitrogen test, with instructions for 
making the necessary reagents, would require 


too much space for the limits of this publica- | 


tion. Instructions for the whole procedure may 
be found in Folin’s Laboratory Manual of Bio- 
logical Chemistry, edition of 1922, or later (Ap- 
pleton, N. Y.) or in an article by Folin and Wu 
in the Journal of Biological Chemistry, 1919, 
page 81. The Du Boscq colorimeter for the test 
may be obtained from Eimer and Amend, Third 
‘avenue, 18th to 19th streets, New York. 
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PROCEEDINGS OF THE COUNCIL 
STATED MEETING, OcTOBER 3, 1923 

A STATED meeting of the Council was held in 
John Ware Hall, Boston Medical Library, on 
October 3, 1923, at 12 o’elock, noon. The Presi- 
dent, Dr. E. H. Bigelow, of Framingham Center, 
Was in the chair and the following 113 council- 
ors present: 


BARNSTABLE, 
W. D. Kinney. 


BERKSHIRE, 
A. P. Merrill. 


3RISTOL NorTH, 
F. A. Hubbard. 


BBISTOL SoutTn, 
A. I. Connell. 
E. F. Curry. 
D. J. Fennelly. 
C. J. Leary. 
W. A. Nield. 


I.ssEX NorTu, 
R. V. Baketel. 
J. Forrest 
W. W. Ferrin. 
T. R. Healy. 
A. M. Hubbell. 
G. E. Kurth. 
I’. W. Snow. 
W. D. Walker. 


Essex SouruH, 

Kk. W. Baldwin. 
W. T. Hopkins. 
P. P. Johnson. 
J. I’. Jordan. 
W. G. Phippen. 
A. N. Sargent. 
R. E. Stone. 


FRANKLIN, 
G. P. Twitchell. 


HAMPDEN, 
G. H. Janes. 


| FIAMPSHIRE, 


| 
| 


| 
| 


| 


| 





A. J. Bonneville. 
MIDDLESEX EAsrtT, 
C. R. Henderson. 


MIDDLESEX NORTH, 
W. B. Jackson. 
J. H. Lambert. 
G. A. Leahey. 
J. A. Mehan. 


MIDDLESEX SOUTH, 
K. A. Darling. 
E. H. Bigelow. 
F. B. M. Cady. 
I. J. Fisher. 
F, W. Gay. 


I’. J. Goodridge. 
C. E. Hills. 
L. H. Jack. 


Burnham. 


NORFOLK 


Ss. F. MekKkeen. 
Edward Mellus. 
(. E. Mongan. 
C. F. Painter. 
W. D. Ruston. 
J. W. Sever. 

C. H. Staples. 
EK. H. Stevens. 
A. K. Stone. 

G. L. West. 

W. S. Whittemore. 


NORFOLK, 


W. W. Howell. 
E. H. Baxter. 
LD. N. Blakely. 
W. L. Burrage. 


KF. J. Callanan. 
D. G. Eldridge. 
A. Il. Hodgdon. 
I’, C. Jillson. 


G. W. Kaan. 
Bradford Kent. 
J. S. H. Leard. 
Kdward Martin. 
k. T. Rollins. 
Victor Safford. 
Lucia F. Vickery. 
H. F. R. Watts. 


SouTtH, 
C. A. Sullivan. 
Cc. S. Adams. 
O. H. Howe. 
G. M. Sheahan. 


PLYMOUTH, 


F. H. Burnett. 
W. C. Keith. 

N. K. Noyes. 
Gilman Osgood. 
F. G. Wheatley. 


SUFFOLK, 


J. S. Stone. 

S. H. Ayer. 

J. T. Bottomley. 

M. E. Champion. 

David Cheever. 

Loretta J. Cummins. 

G. B. Fenwick. 

Channing Frothing- 
ham. 

J. E. Goldthwait. 

J. C. Hubbard. 

H. T. Hutchins. 

F. T. Lord. 

Donald Macomber. 

G. B. Magrath. 

T. J. O’Brien. 

W. H. Robey. 
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R. W. Greene. 
David Harrower. 


C. M. Smith. 
E. W. Taylor. 


Louisa P. Tingley. E. L. Hunt. 
F. H. Williams. A. G. Hurd. 
L. C. Miller. 

WORCESTER, Cc. B. Stevens. 

A. W. Marsh. G. O. Ward. 

W. P. Bowers. F. H. Washburn. 

L. R. Bragg. S. B. Woodward. 

W. J. Delahanty. 

G. A. Dix. WORCESTER NORTH, 

G. E. Emery. H. R. Nye. 

J. J. Goodwin. E. A. Sawyer. 


The Secretary read the record of the last 
meeting in abstract, and it was accepted as 
printed and read. The President made the fol- 
lowing remarks: 


REMARKS BY THE PRESIDENT 


With your indulgence, I will speak briefly of some 
of the phases of the work of our society it has been 
my privilege to see and discuss with members this 
summer at the meetings of the Bristol North, Frank- 
lin, Hampshire, and Plymouth Districts. Your Presi- 
dent was received with a forbearance, which, consid- 


ering the vacation season, reflected credit on the | 
kindness and self-control of the physicians. Dr. | 
Merrill represented the Society at the Hampden meet- | 
ing, held at the Westfield Hospital, on the invitation | 


of the Superintendent, Dr. Chadwick. He reported a 


fine meeting. Dr. Merrill is a welcome guest in all the | 
districts. In reply to a request for an expression of | 
preference as to a mid-day or evening dinner at the | 


“unnual meeting in June, seven districts have reported. 
wll favoring the mid-day function. The Section on 
Obstetrics and Gynecology started work at high 


speed. This augurs well for immediate and important | 


service to our members. We all take pride in the 
brilliant advance made in the control of disease and 
in the saving of life during the past year, and in the 
contributions of our own Fellows to the profession 
and to the public, notably in the use of insulin in 
diabetes. .A member of the Society once said, “It 
makes little difference who makes the discovery. We 
all rejoice in the forward step taken.” May we not 
all work on with renewed hope-and courage, in this 
spirit ! . 

The Committee on Public Health made a tentative 
study of medical service in rural communities. It 
seems clear that mutual obligations exist between the 
physicians and the community served. Unselfish ser- 
vice of high grade merits the confidence and _ sub- 
stantial support of the people served. One of our 
well-equipped Fellows died after forty-six years of 
practice in his community. The story of his life and 
the apparent lack of appreciation shown him in the 
town where he lived, would not encourage any 
physician to succeed him. 

Word has come from California of the passing of 
Dr. Francis W. Goss. His long, devoted service as 
Secretary of the Society is an inspiration to us all. 

The American Bar Association calls upon all 
citizens to help in the fight to maintain law and 
order. We are peculiarly exposed by our work to 
peril from law-breakers, a tragic instance occurring 
not far from this building, in which a physician lost 
his life in the line of duty. Let us actively sustain all 
officers of the law and courts of justice that criminals 
may be brought to speedy punishment. We look to 
our Committee on Ethics and Discipline to zealously 
guard the honor of our Society by purging our ranks 
of law-breakers. The mantle of the Society is wide 
but it should not cover the man who wilfully violates 


| criminal or health laws of the Commonwealth. This 
is not an easy committee job. Stern, unflinching devo- 
tion to the highest ideals alone will serve. 

The accepted dictum that the rich and poor. receive 
adeyuate medical treatment is being questioned. In 
the Out-Patient Department of one of our large hos- 
| pitals, this spring, a patient sought re-entry. In spite 
| of the courtesy and efficiency of the clerical staff the 
Way was long. When the clinic was reached, the 
statement was made: “No one knows when the doc- 
tor will come to the clinic.” Perhaps one of the 
commonest faults of dispensary practice, from the 
patient’s point of view, is that after a diagnosis is 
made the treatment is often routine and impersonal. 
| The degree to which the personal factor can be de- 
| veloped depends on the extent to which the doctor 
looks on his diagnosed clinic patient as a human 
being rather than as a medical conundrum. Does the 
rich man always select his medical advisor wisely? 
Not in Boston certainly, where fads and fancies have 
a perennial growth. 
| The Boston MEDICAL AND SwuRGICAL JOURNAL, in 
| which for forty years I have found the best current 
|reading, is now solidly established as the vigorous 
mouthpiece of our Society. Ten years of unselfish, 
ar-seeing service by a group of our members made 
this great accomplishment possible. The untiring 
devotion of the editor, his wide experience and in- 
| timate knowledge of everything affecting the profes- 
sion, is making the JouRNAL increasingly the ex- 
ponent of New England and medical thought and 
aspiration. 

This year is notable for the publication of the His- 
tory of the Massachusetts Medical Society—a history 
of the oldest Society in continuous life in the country. 
The book is a story of medicine in America. It is 
fitting that we should have a permanent record of the 
‘founders and builders of our Society, into the fruit 








| of whose labors we have entered. The author we all 
| respect and love. His wide knowledge of the subject, 
‘training in authorship, clear and vigorous style, give 
| the book its good reading as well as making it a mon- 


}ument to his painstaking research and sound scholar- 


ship. He has given seven years to the task. I have 
| had the opportunity to read some of the proofs and 
| respectfully urge every member of the Society to give 
| the history an honored place in his library. 

| In conclusion, while recognizing the many criticisms 
of the profession today, never has there been such a 
demand for well-trained medical men. I congratulate 
you on the past and on the bright hope of better 
| things to come, 


Dr. D. N. Llakely, chairman, presented the 
following report, which was accepted, and its 
recommendations adopted by vote. 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
AS TO MEMBERSHIP 


The Committee on Membership and Finance makes 
the following recommendations as to membership: 


1. That the following named seven Fellows be 
allowed to retire under the provisions of Chapter [, 
Section 5, of the by-laws: 


1. Bixby, Josiah Peet, Woburn. 

2. Chapin, Delia Lucretia, Springfield, with re- 
mission of unpaid dues. 

3. Charles, Orlando Warrington, North Frye- 
burg, Maine. 

4. Cheever, Clarence Alonzo, Hingham. 

5. Daly, Bernard Thomas, Roxbury. 

6. Gordon, Stephen Masury, Fall River, with re- 
mission of unpaid dues. 

7. Qua. Lester Robert, Pepperell, with remission 
of unpaid dues. 
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2. That the following named two Fellows have 
their dues remitted under the provisions of Chapter I, 
Section 6, of the by-laws: 


1. Hough, Garry de Nerville. Vineyard Haven. 
2. Wilder, Edward Wheeler, Madura, India. 


3. That the following named five Fellows be al- 
lowed to resign under the provisions of Chapter I, 
Section 7, of the by-laws: 


1. Adams, Walter Henry, Los Angeles, Cali- 
fornia, with remission of unpaid dues. 

2. Hunt, Alice Palmer, Los Angeles, California, 
with remission of unpaid dues. 

Hunt, George Eddy, Los Angeles, California, 
with remission of unpaid dues. 

Knowles, James Harris, Gloucester. 

Pease, Charles Wood, Needham, with remis- 
sion of unpaid dues. 


tm oe 


4. That the following named seven Fellows be 
deprived of the privileges of fellowship, under the 
provisions of Chapter I, Section 8, of the by-laws: 


Andrews, Robert Eaton, Ludlow. 

Clark, George Henry, Holyoke. 

Ely, Theodore Williams, Alpena, Mich. 
Gerrard, Clarence Charles, Springfield. 
Howard, Arthur Allison, Brookline. 
Hyman, Albert Solomon, Philadelphia, Pa. 
Taylor, George Lyman, Warwick. 


TI OUR 8 Po 


5. That the following named eight Fellows be al- 
lowed to change their membership from one district 
society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
by-laws: 


Two from Middlesex South to Suffolk. 
1. MeKittrick, Leland Sterling, Brighton. 
2. Cummins, Loretta Joy, Cambridge. 


Five from Norfolk to Suffolk. 
Chase, Henry Melville, Brookline. 
Garland, Joseph, Brookline. 
Medalia, David Bernard, Brookline. 
Kamberg, Samuel, Dorchester. 
Romberg, Eli Charles, Dorchester. 


Ser S 


One from Middlesex East to Norfolk. 
1. Kaan, George Warton, Reading. 


Davip N. BLAKELY, Chairman. 


A petition for honorary membership for Ben- 
jamin White, Ph.D., of Jamaica Plain, signed by 
W. P. Bowers, Channing Frothingham, W. H. 
Robey and Joseph Garland, was presented by 
Dr. Bowers; and similar petitions for Charles 
’ William Eliot, A.M., Hon. M.D., LL.D., Ph.D., of 
Cambridge, and William Williams Keen, M.D., 
Se.D., LL.D., Ph.D., of Philadelphia, signed by 
James S. Stone, W. P. Bowers and George Gil- 
bert Smith, were offered by Dr. J. S. Stone. 
These were accepted and referred to the stand- 
ing committee on Membership and Finance 
under the terms of Section 4, of Chapter I, of 
the by-laws. 

Committee reports on the petitions of M. W. 
Clement, J. H. McCann, and H. J. Haggerty, 
for restoration to the privileges of fellowship, 
were read severally by the Secretary, each being 
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l acted on favorably under the usual conditions 
|in such eases. A similar petition for restoration 
'from M. H. Chrystal, of Leominster, was _ re- 
ferred by vote to the following committee: 
|C. E. Bigelow, H. R. Nye, A. A. Wheeler. 

| Dr. E. W. Taylor, chairman of the standing 
committee on Publications and Scientific Papers, 
/announced that Dr. C. Macfie Campbell, of the 
Psychopathic Hospital, would be the Shattuck 
Lecturer at the annual meeting in June, 1924. 
Dr. Blakely read the report of the Committee on 
Membership and Finance, on Finance, and 
it was voted to accept it and to adopt its 
recommendations. 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE 
AS TO FINANCE 





The Committee on Membership and Finance makes 
| the following recommendations as to Finance: 

| 

1. That the annual assessment for 1924 be $8.00 
| instead of $9.00 as this year. 

| 2. At the suggestion of President Bigelow, the 
| Standing Committee on Publications and Scientific 
| Papers has considered the advisability of the purchase 
| by the Society of one hundred copies of Dr. Burrage’s 
| History of the Massachusetts Medical Society, now in 
|press, and is unanimous in its approval of such pur- 
ichase. The Histories are to be distributed to Medical 
| Libraries. to sister State Medical Societies, and to 
| other societies and individuals at the discretion of 
| the Committee, it being expected ‘hat a considerable 
|number of copies will be kept in reserve for distribu- 
tion in the future. We recommend a special appropri- 
|} ation of $600.00 for this purchase. 


3. At the last meeting of the Council the Secretary 
read a letter from Dr. Farlow, Librarian of the Bos- 
ton Medical Library, which called attention to the 
fact that for a considerable time the incidental work 
of our Society at the Library building, which was 
formerly done’by Dr. Brigham (Librarian of the 
Massachusetts Medical Society) has been looked after 
by Mr. Ballard, Assistant Librarian of the Boston 
Medical Library, but without recognition, financially 
or otherwise. It was moved that James F. Ballard, 
Assistant Librarian of the Boston Medical Library, 
the headquarters of the Massachusetts Medical Soci- 
ety, be employed as represcntative of the Society and 
eustodian of its property in the Library, under the 
direction of the Secretary, at an annual salary of 
$250.00. In the discussion of the motion attention 
was called to the fact that the rental paid by our So- 
ciety to the Library has not been changed since the 
occupancy of the present building in 1901. It was 
suggested further that it would be better to increase 
the annual rental rather than pay a special salary to 
an employee of the Library. With the understanding 
that the matter would be referred to the Committee 
on Membership and Finance, for a report, the motion 
was passed. 


Your Committee is of the opinion that in view of 
the very important and increasing services rendered 
to our Society by Mr. Ballard, and others of the 
Library Staff, it is fitting to consider in a compre- 
hensive way, at this time, the whole question of the 
financial relations of the two organizations. We 
recommend, therefore, first that $250.00 be paid to the 
Library for the year 1923, and second that the Com- 
mittee on Membership and Finance be instructed to 
confer with the Executive Committee of the Library 
on the question of annual rental, or proportionate 
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share of annual expenses, which should be paid by 
the Massachusetts Medical Society, and make a report 
at the next meeting of the Council. 

Davin N. BLAKELY, Chairman. 


The President nominated, and the Council 
voted, to appoint F. G. Balch and F. P. Denny 
an auditing committee to audit the Treasurer’s 
accounts previous to the February meeting of 
the Council. 

On nomination by the President the Council 
appointed the following to act as delegates to the 
annual meeting of the Vermont State Medical 
Society at Bennington, October 11 and 12, 1923: 
J. H. Riley, North Adams; A. V. Goss, 
Williamstown; H. G. Mellen, Pittsfield. In the 
same manner W. P. Bowers was appointed a 
delegate to the meeting of the secretaries of the 
State Medical Societies, also the editors and 
presidents, in the building of the American 
Medical Association at Chicago, November 16 
and 17, 1923. Dr. Channing Frothingham read 
the final report of the committee appointed by 
the Council to investigate the medical cults. (See 
Appendix.) On motion, duly seconded, the 
hearty thanks of the Council for this fine piece 
of work were voted and the committee 
discharged. 

The Secretary read a letter from Dr. W. C. 
Woodward, Executive Secretary of the Bureau 
of Legal Medicine and Legislation of the Ameri- 
ean Medical Association, dated September 4, 
1923, concerning the control of clinical labora- 
tories throughout the country, an investigation 
autSorized by the House of Delegates at its 
meeting last June. He wished to learn the 
views of this Society and of the District Medical 
Societies on this subject. The letter was re- 
ferred to the standing committee on Public 
Health. The President announced that he had 
appointed Victor Safford and A. K. Stone a 
committee to work with the Massachusetts 
Health Council, and the Council ratified this 
appointment by vote. He nominated and the 
Council appointed as chairman of the committee 
appointed last June to evaluate and report to 
the Society on health projects involving the 
expenditure of public or private funds, in place 
of Victor Safford, resigned, Francis George 
Curtis, of Newton. 

The President reported that in answer to his 
inquiries concerning the wishes of the District 
Medical Societies as to the time of day of the 
annual dinner seven districts had replied that 
they were all in favor of a mid-day dinner. Dr. 
W. B. Jackson, of Middlesex North, said that his 
distriet was in favor of such a time, and he 
moved and it was Voted: That for the present 
the annual dinner be held at the mid-day hour. 
Dr. G. P. Twitchell, of Franklin, thought that 
the program of the meetings of the Sections, at 
the annual meeting, might be arranged so that 
they do not conflict, in order that general prac- 





titioners may attend several Sections. He had 
found that two or more Sections, he wished to 
attend, held sessions at the same hour. Dr. A. 
P. Merrill spoke of the group meeting of the 
four western districts which was to take place 
at Springfield on October 26, at the Hotel Kim- 
ball. A prominent speaker from Chicago had 
been obtained and there was every prospect of a 
successful occasion. Taking up the question, ‘‘Is 
the Massachusetts Medical Society making full 
use of its opportunities in serving the public?’’ 
he thought it was not. The Society might in- 
struct the Legislature to better effect as to the 
aims of legitimate medicine, partly to offset the 
propaganda of the osteopaths and chiropractors, 
who lost no opportunity to sound the praises of 
their methods of treatment of the sick. They 
spent large sums of money to provide literature 
for distribution to the legislators. He thought 
that money spent for printer’s ink was well 
spent and that the Society should make more of 
an effort to educate the legislators as well as the 
public in an authoritative manner in matters 
concerning the public health. He made the fol- 
lowing motion and it was so voted unanimously : 


Moved, That the President appoint a com- 
mittee of five councilors to study the feasibility 
of our Society developing a department of Edu- 
cation whose duties shall include teaching the 
public the value of preventive medicine and re- 
liable methods of improving public health, this 
committee to report to the Council at its next 
regular meeting, broadly describing one or 
more methods of forming such a department, 
with the approximate cost for the first year, and 
which method, if any, the committee favors. At 
the discretion of the committee a preliminary 
report may be published in the JourNAL at least 
two weeks before the next meeting of the 
Council. 


The President appointed this committee in 
accordance with the terms of the motion just 
passed: A. P. Merrill, J. S. Stone, W. P. 
Bowers, A. C. Eastman, David Harrower. 

Dr. J. 8. Stone spoke of lawsuits against 
Fellows of the Society in the recent past in 
which there was no question of malpractice but 
actions of tort; in the case of Dr. W. H. Young, 
of Dedham, where it was alleged that his testi- 
mony before the Industrial Accident Board had 
prevented the plaintiff from obtaining indus- 
trial accident insurance; in the case of Dr. 
Samuel Pearl, of Boston, where the plaintiff 
had no grievance against the physician but had 
committed perjury, being forced to do so by 
her attorney, so she said, in order to obtain 
damages. He thought that something might be 
done in these cases by the Society to bring action 
against the plaintiff for perjury, and against the 
lawyer for subornation. He made this motion 
which was passed unanimously with applause: 

Moved, That the President and Secretary 
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confer with the legal counsel of the Society re- 


garding the advisability of any action against | 


the plaintiff or her counsel in the recent case 
against Dr. Samuel Pearl, of Boston, or against 
the plaintiff or his counsel in the recent case 
against Dr. W. H. Young, of Dedham, and that 
the officers of the Society named above be given 
full authority if, in their opinion, action 
advisable. 

Dr. C. E. Mongan addressed the Council con- 
cerning the plan of the Section of Obstetrics 
and Gynecology, of which he is chairman, as 
outlined at the meeting in Pittsfield, for having 
a paid seeretary of the Section, and having the 
Section function during the entire year. He 
asked every man to give his codperation; he said 
he had received an informal offer from the 
Board of Trustees of the Boston Lying-In Hos- 
pital to furnish a room which would answer as 
an office for the seeretary of the Section; that 
the trustees were trying to help the Section in 
its efforts to solve the problems of the general 
practitioner with regard to obstetrics; his Sec- 
tion will ask each District Society to appoint a 
cooperative committee of from three to five to 
assist the chairman or secretary of the Section. 

There being no further business a motion to 
adjourn was made, seconded and earried at 


1.07 P.M. 


iS 


Water L. BurraGe, Secretary. 


APPENDIX TO PROCEEDINGS OF THE COUNCIL 


FINAL REPORT OF THE COMMITTEE TO INVESTIGATE THE 
MepDIcAL CULTS 
To the Councilors of the Massachusetts Medical 
Society : 

Following the presentation of the report on Oste- 
opathy and Chiropractic by this Committee at a meet- 
ing of the Council on February 1, 1922. the Cou.cil 
voted that this Committee be retained in order to 
carry out some of the recommendations made in that 
report. 

Your Committee, being without funds, was unable 
to hire anyone to carry out investigations of a com- 
plete nature on the subjects of Osteopathy and Chiro- 
practic, nor was your Committee itself able to give 
time to a study of the problems. Your Committee 
decided, therefore, to endeavor to interest some of the 
physicians and osteopaths in the community in carry- 


ing out studies on certain of the problems presented | 


in the former report. 


From among the various problems which these 
subjects presented it was decided to undertake a 


study of the following three: 


1. To attempt to learn what is the underlying 
pathology of lame backs and why they are in 


some instances benefited by osteopathic 
treatment. 
2. To find out if there is any value in osteo- 
pathic treatment in well understood diseases. 
3. To ascertain if the so-called osteopathic lesion 


along the spine is a constant and specific one 
for different diseases of known pathology. 


For a study of the first problem an attempt was 
‘made to interest the orthopedic department of the 
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| Massachusetts General Hospital to carry on some in- 
vestigations along these lines in conjunction with 
some osteopathic physicians. Unfortunately, there 
was considerable delay in making the preliminary 
arrangements for the work and it was finally decided 
not to undertake the investigation. Therefore, we 
have nothing to report on that problem. 

In regard to the second* problem, treatment of cer- 
tain diseases by osteopathic manipulations was 
started in the wards of the Peter Bent Brigham Hos- 
pital, but the patients did not remain in the wards 
long enough for the treatments to be satisfactory 
from the osteopathic point of view, and therefore this 


form of investigation was abandoned. Finally, an 
osteopathic physician, Dr. Perrin T. Wilson, worked 


on a group of eight cases of so-called asthmatic bron- 
chitis, and gave them ae satisfactory number of 
osteopathic treatments in the Out-Patient Department 
of the Peter Bent Brigham Hospital. Answers from 
four of these eight patients to follow-up letters have 
stated that they all feel improved since the treat- 
ments. It is to be regretted that further work could 
| not have been done under caréfully controlled circum- 
stances on cases in which the degree of improvement 
|}could be measured by some more exact standards 
| than the personal feelings of the patients and in 
diseases in which the course of events is a little less 
variable. Such an investigation, however, did not 
seem to be practical with the force available. 

The study of the third* problem turned out to be 
very interesting. This was conducted by two of the 
resident staff of the Peter Bent Brigham Hospital, 
Dr. Ross Golden and Dr. William P. Murphy, and 
three osteopathic physicians, Dr. Perrin T. Wilson, 
Dr. C. H. Downing and Dr. Lester R. Whitaker. The 
two physicians of the staff of the Brigham Hospital 
' first endeavored to learn from the osteopathic phy- 
| sicians how to detect the presence of the osteopathic 
lesion along the spine. A series of cases were then 
studied for the osteopathic lesion, with two or more 
of the group examining independently each patient. 
It was not known at the time of the examination of 
the patient what the diagnosis was. Approximately 
| 150 cases were studied in this manner in the wards of 
the hospital. They included cases of diabetes 
mellitus, respiratory tract infections, cardiac dis- 
orders, hypertension, gastric lesions, chorea, psycho- 


neurosis and pernicious anemia, as well as a few 
cases eventually diagnosed as no disease. One or 


|more so-called osteopathic lesions were detected at 
| various points along the spine in each case, but there 
was no specificity of location of the lesion for a given 
disease. In addition, in a considerable group of the 
cases two osteopathic physicians working independ- 
ently agreed upon the location of the lesion in only 
}12.5:¢ of the This study therefore seems to 
show not only that the osteopathic lesion is a difficult 
one to detect even by experienced osteopaths, but also 
that there is-no specific lesion along the spine for a 
given disease. 

In conclusion, your Committee 
erable doubt must be thrown upon the theory of 
osteopathy, because of the inability to demonstrate 
the presence of a specific osteopathic lesion along the 
| spine in a known disease. Your Committee also feels 
that although osteopathic procedures seem to have 
some value as a therapeutic agent in certain condi- 
tions it has not been made clear how this benefit is 
derived. Your committee further feels that the exist- 
|ence of such professions as osteopathy and _  chiro- 
practic, although based upon false theories, probably 
in part flourish from the failure of the medical pro- 
fession to give due importance to physiotherapy. 
Your Committee urges that the profession and the 
medical schools of the country pay more attention to 
the use and teaching of this form of therapy. 


cases. 


feels that consid- 


\ detailed report of these studies will be published by the 


investigators in some medical journal at some future date. 
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Although your Committee realizes that it has only 
touched on a few of the many problems which the 
subjects of osteopathy and chiropractic present, it 
has gone as far as it is able to on account of the 
varied interests and activities of the individual mem- 
bers. Therefore, the committee requests that it be 
relieved from further work on these subjects. 
CHANNING FROTHINGHAM, Chairman. 
GEORGE S. C. BADGER, 

JAMES W. SEVER. 
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Book Reviews 


Diagnostic Methods, Chemical, Bacteriological 
and Microscopical. A Textbook for Students 
and Practitioners. By RaLpH W. WEBSTER, 
M.D., Ph.D., Assistant Professor of Medical 
Jurisprudence in Rush Medical College, Uni- 
versity of Chicago; Director of Chicago Lab- 
oratory, Clinical and Analytical. Seventh Edi- 
tion, Revised and Enlarged. With 37 Colored 
Plates and 172 other Illustrations. Philade‘- 
phia: P. Blakiston’s Son & Co. 


This work can be recommended as a carefully 
prepared description of the many methods of 
laboratory diagnosis applied in modern medi- 
cine, with numerous references to original work 
upon the tests which have been more recently 
established. To the reader whose medical 
memory extends backward to the beginning of 
the present century, the study of this volume 
brings out forcibly how far during that period 
the scope of clinical laboratory has outgrown 
the capacity of the individual practitioner to 
perform it. Wassermann reactions, blood-urea, 
nitrogens and other such tests necessitate the 
existence of laboratory specialists and of special 
laboratories. The obvious purpose of this bewk 


BOOK REVIEWS 613 





1394 pages, 488 illustrations. Cloth, $13.00 
net. 


This volume is similar to those published in 
the past and brings up to date the work of the 
Mayo Clinic. The contributors comprise 87 
different authors, either doing work in the Mayo 
Foundation or in the graduate school of the Uni- 
| versity of Minnesota. 
| The subjects are divided into those of the ali- 
‘mentary tract; uro-genital organs; ductless 
glands; blood and circulatory organs; skin and 
syphilis; head, trunk and extremities; brain; 
‘spinal cord; nerves; organic and physiologic 
chemistry; general and miscellaneous; and 
chapters on technic. There is an index of con- 
tributors, bibliographic index, and index of sub- 
| jects. 
| Perhaps the most valuable and interesting 
‘section is that on diseases of the stomach and 
| their surgical treatment, which brings this sub- 
ject well up to date. Some very fine experi- 
mental work on the bile factor in pancreatitis 
is presented, and a group of papers on thyroid 
and its diseases; also, very good chapters are 
/presented on the subject of various forms of 
‘local anaesthesia. 
| The book throughout is beautifully illustrat- 
ed with drawings and plates, and makes a fur- 
'ther excellent addition to this already valuable 
set of books. 
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GERARDO M. BALBONI CHESTER M. JONES 
WILLIAM B. BREED CHARLES D. LAWRENCE 
LAURENCE D. CHAPIN Tracy MALLORY 
AUSTIN W. CHEEVER HERMAN A. OsGoop 
RANDALL CLIFFORD Francis W. DALFREY 
Isapok CORIAT EpwWAkp H. RISLry 
ERNEST M. DALAND GEORGE C. SHATTUCK 
HORACE GRAY WILLIAM H. SHEDDEN 





is to instruct the laboratory worker how to per- 
form the many tests included. But it may also | 
serve a useful purpose to the clinician who does | 
not himself do the newer laboratory work by 
giving him new insight into ways in which the | 
laboratory can be of assistance to him. Com- | 
prehensive as the volume is, it confines itself | 
to the work of the laboratory in the more, 
restricted sense, and does not include basal meta- | 
bolism. x-ray and electrocardiography. The ti- | 
tle ‘‘ Diagnostic Methods”’ on the cover is there- | 
fore somewhat misleading until one notes the| 
further qualifications indicated on the title) 
page. Within its true scope, however, it is very | 
complete and deserves a wide use. 


1922 Collected Papers of the Mayo Clinic, 
Rochester, Minn. Philadelphia and London: | 
W. B. Saunders Company, 1923. Octavo of | 


RosBert M. GREEN WaRREN R. SISSON 
JOHN B. HAwEs, 2p. GrorcE G. SMITH 
JoHN S. Hopcson JOHN B. Swirt, JR. 
FreD S. HopkKIns WILDER TILESTON 
Bryant D. WETHERELL 





SurGIcAL POSSIBILITIES IN TRAUMATIC RuUprure OF 


THE INTESTINE 





Lockwoop, A, L. (Canad. Med. Assn. Jour., Vol. 
13, May, 1923) concludes as follows: The extent of 
the injury to the abdominal wall is no indication of 
the amount of damage to the viscera. It is practi- 
cally an undisputed fact that complete rupture of the 
intestines, not operated upon, is invariably fatal. The 


| small bowel is involved much more frequently than 
| the large, in the proportion of 9 to 1. 


The rent is 
usually transverse, and multiple rents occur in one 
out of every five cases. Bearing in mind that after 
rupture of the small bowel the mucous membrane 
usually everts through the rupture and tends to pre- 


|vent leakage, and that peristalsis is inhibited for 
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approximately six hours, operation not delayed be- 
yond six hours gives by far the best chance of recov- 
ery. The death rate is over 70 per cent. Only by 
early diagnosis and operation us soon as the patient 
can stand the surgical interference, can the mortality 
be reduced. The mortality should not be more than 
80 to 40 per cent. in civil accidents. The early symp- 
toms of complete rupture of the intestine are few, but 
very characteristic. If the abdomen is distended and 
the liver dulness absent, operation is of little value. 
Last resort surgery in such cases is of no value, in 
fact takes away the only chance the patient has. He 
advocates invariable intervention even in doubtful 
cases, though it may be purely exploratory. In all 
cases, whether the diagnosis is doubtful or not, bear 
well in mind that the important question to decide 
is not—‘“is there a rupture of the intestine?” but “is 
there an intra-abdominal lesion sufficiently serious to 
require operation as soon as the patient’s condition 
will permit of it?” The profession should generally 
appreciate that if a man is kicked in the abdomen or 
otherwise injured there, even though he may not 
appear acutely ill at the outset, and if he complains 
of persistent pain, he should be sent to a hospital, or 
at least kept under hourly observation until all dan- 
ger of a ruptured intestine is passed. [A. W. C.] 





HEMOLYTIC STREPTOCOCCUS INFECTIONS IN CHILDHOOD 


Erp, I, H. (Canad. Med. Assn. Jour., Vol. 18, No. 1, 
January, 1923), summarizes as follows his study of a 
group of these cases at the Hospital for Sick Children, 
at Toronto: Males are more commonly affected than 


females. Nearly 40 per cent. of all the cases were | 


fatal. The greater proportion of cases occurred dur- 
ing the months of January, February, March, and 
April. Very few cases occurred during the months 
of August, September and October, during which 
months the death rate from other causes is the high- 
est. Almost 11 per cent. of deaths from all causes 
is due to infection with this organism. Infants are 
very susceptible to this infection, 30 per cent of all 
eases occurring in babies under six months of age. 
Forty-four per cent. of the cases of broncho-pneumo- 
nia developed empyema, 40 per cent. of which cases 
died. Ninety per cent. of the cases of peritonitis died. 
Over 50 per cent. of the deaths in this series followed 
upon tonsillitis, naso-pharyngitis, or otitis media. 
Erysipelas in infants is frequently associated with 
septicemia, and when this is the case with ordinary 
methods of treatment, is usually fatal. Practically 
all cases of umbilical infection died. (A. W.C.4 





POSTOPERATIVE TETANUS 


Patton, W. D. (Canad. Med. Assn. Jour., Vol. 138, 
No. 5, May, 1923), especially interested in this prob- 
lem after a postoperative death from this cause, per- 
formed some experimental work on sausage-casing, 
the preliminary preparation of which is very similar 
to the manufacture of catgut. He found that im- 
plantation of this material, tetanus infected, into 
guinea pigs, caused their death with an incubation 
period similar to that in postoperative cases, while 
the laboratory incubation of other pieces of the same 
material will not show any growth in the same time. 
The tetanus bacilli may be recovered from the piece 
of infected gut that caused the death of the animal, 
but the necrotic material surrounding the piece of gut 
removed will not transmit the disease when injected 
into another test animal. [A. W. C.] 


QUINIDINE SULPHATE IN AURICULAR FIBRILLATION 


Orme, J. A, (Canad. Med. Assn. Jour., Vol. 13, No. 
5, May, 1923), treated 31 patients at the Toronto 
General Hospital with qu:nidine, who were suffering 
with auricular f{:vrillation. He considers thai the drug 
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is safe for use in hospitals, but not in general prac- 
tice, especially as digitalis is a very useful drug in 
this condition, as quinidine is a powerful drug, often 
acting rapidly, and occasionally accompanied by 
alarming symptoms. He offers certain precautions 
in the use of quinidine: Administer a course of digi- 
talis therapy to all cases showing signs of acute fail- 
ure before commencing quinidine sulphate. During 
treatment with quinidine sulphate, and for several 
days after discontinuing the drug, the patient must 
be kept absolutely in bed. One should commence with 
a single dose of 0.2 gm. on the tirst day, two doses of 
the same amount on the second day, and three on the 
third day, observing closely for any toxic symptoms. 
If none appear, then the dose may be increased, 0.4 
gm. three or four times in every 24-hour period. This 
dose should not be exceeded. It would seem advisab!e 
that the patient should be seen after every dose or 
before an additional dose is given. Electrocardio- 
graphic observations are of service in diagnosing im- 
portant changes in rhythm, e.g., the onset of flutter 
or the tendency on the part of the ventricle to assume 
an abnormally rapid rate, with consequent symptoms 
of failure. [A. W.C.] 





PREGNANCY AND IIEART DISEASE 


CAMPBELL, D. G. (Canad. Med. Assn. Jour., Vol. 18, 
No. 4, April, 1923), made a study of 159 cases of heart 
disease in pregnancy occurring in 15,948 cases ad- 
mitted to the Montreal Maternity Hospital from 
October, 1905, to December, 1921, and concludes: Cer- 
tain heart conditions are very adversely affected by 
pregnancy, especially auricular fibrillation, myocar- 
ditis, and mitral stenosis. Marriage and pregnancy 
are not justifiable in cases of the first two, but abor- 
tion should be performed if it occur, and the patient 
sterilized. Cases of mitral stenosis with no evidence 
of myocarditis or previous heart failure are capable 
of bearing one or two children with safety if care- 
fully watched, but each pregnancy damages the 
mother’s heart considerably; but with careful atten- 
tion to breathlessness, palpitation, precordial pain, 
and rales at the bases, a breakdown can be avoided 
by prompt induction or section. Unless specially in- 
dicated, abdominal Cesarean section is not as satis- 
factory a method in cases already showing some 
heart failure as induction of labor or vaginal section, 
leaving the sterilization of the patient to some sub- 
sequent time. Certain other heart conditions are not 
much affected by pregnancy, and there is no need 
to advise against marriage on account of the lesion 
itself. This group includes mitral regurgitation, aor- 
tic stenosis, and the congenital lesions. Finally, it is 
evident that it is the heart muscle that is the factor 
of importance, and that all other factors are of im- 
portance only in so far as they may involve it. 

[A.W G.I 





Motor POWER IN NOSE AND THROAT OPERATIONS 


ZUMSTEIN, E. W. (Canad. Med. Assn., Vol. 18, No. 
!, April, 1923), reports a novel and very useful 
adaptation of the Ford car to nose and throat sur- 
zery. He secures negative pressure by tapping into 
the intake manifold, runs a pipe to the patient through 
the window, and starts the engine. The principle is 
the same as used by the vacuum type of windshield 
wiper. [A. W. C.] 





DYSENTERY AGGLUTININS IN CHILDREN 


WipowiTz (Wien. Klin. Woch., March 22, 1923) re- 
ports from Hamburger’s pediatric clinic at Graz a 
series of agglutination studies in the dysenteries of 
children. He finds that the formation of agglutinins 
against dysentery of the Flexure-Y type prevents in- 
fection, so that the so-called normal agglutinins are 





i ttt it ie et i 











Volume 189 
Number 17 








CURRENT LITERATURE 615 





to be understood and designated as specific protective 
agents. Early infections, often in the first half year 
of life, develop gradual immunity in most individuals, 
as in the case of tuberculosis. [R. M. G.] 





HERPES AND ENCEPHALITIS 





LAuDA (Wien, Klin. Woch., March 29, 1923) reports 
from Ortner’s medical clinic at Vienna the present 
status of experimental investigation in herpes and en- 
cephalitis. He finds that febrile, genital, and corneal 
herpes are due to a specific, living, filterable virus 
identical or closely cognate with the virus recovered 
from cases of encephalitis. Their identity is sup- 
ported by inoculation experiments and clinical ap- 
pearances in rabbits, and by pathologic nuclear 
changes similar to those described by Levaditi and his 
fellow workers in lethargic encephalitis. [R. M. G.] 





RONTGEN SUSCEPTIBILITY OF CARCINOMA. 





ScHwaAkz, from the Réntgen Institute of the Em- 
press Elizabeth Hospital at Vienna, reports ( Wien. 
Klin. Woch., April 19, 1923), his investigations on the 
question of the specific Réntgen susceptibility of cer- 
tain carcinomata. He formulates his hypothesis as 
follows: The healing capacity of a carcinoma after 
Rontgen irradiation is proportionate to the involu- 
tion readiness of the parent tissue. It follows that 
with Roéntgen therapy should be combined all meas- 
ures favoring such involution, such as Réntgen cas- 
tration in uterine and mammary cancer, and iodine 
therapy in mammary and thyroid cancer. [R.M.G.] 





ABDOMINAL PASSIVE CONGESTION 





Hess (Wien. Klin. Woch., April 26, May 3, 1923), 
reports from Chrostek’s medical clinic at Vienna his 
studies on chronic passive congestion of the abdom- 
inal viscera, more especially the liver and the spleen. 
He concludes that in such congestion following car- 
diac insufficiency, a series of extracardiac factors, 
not merely mechanical, are involved in the progress 
of the decompensation. These accessory factors are 
primarily disturbances of the nervous system, central 
and peripheral, and of the internal secretions. 

[R. M. G.] 





THE SAcHS-GEORGI REACTION 





Von VARO (Wien. Klin. Woch., May 10, 1923) re- 
ports a series of 71 cases from Bfrsony’s Frauen- 
klinik at Budapest, and discusses the significance of 
the Sachs-Georgi reaction in the diagnosis of latent 
lues on the ground of obstetric experiences. He re- 
gards this reaction as more delicate and definite than 
the Wassermann in determining latent syphilis, espe- 
cially in cases of habitual abortion. [R. M. G.] 





BREECH EXTRACTION 





In the extraction of a simple breech, WASSERMANN 
(Wien. Klin. Woch., May 17, 1923) recommends the 
introduction of the forefinger ventrally between the 
child’s thighs, enabling traction over either hip-joint, 
aided by counterpressure with the thumb over tro- 
chanter or sacrum. For this procedure he claims | 
greater mechanical advantage and less likelihood of 
femoral fracture. [R. M. G.] 





In 53.5 per cent. of the specific cases the gonococcus 
was isolated in pure culture, and in the remainder 
it was identified by direct smear. They feel that 
the direct smear examination should be given prefer- 
ence over the cultural method as a diagnostic pro- 
cedure, as in no case was it possible to cultivate the 
organism when gonococcus-like bacteria were not de- 
tected in the smear. 

In the non-gonorrheal cases a mixed flora was pres- 
ent, but streptococci of intestinal origin appeared to 
be the most important agents. Staphylococci, colon 
bacilli and gram-positive bacilli were frequently en- 
countered, probably as secondary invaders or harm- 
less symbionts. 

Cases in which filth and irritation appeared to be 
the chief factors yielded most readily to the routine 
therapeutic procedures which were applied in all 
eases. The gonorrheal cases were most stubborn. 

Quarantine and exclusion from school are not be- 
lieved by the authors to be necessary in the non- 
gonorrhoeal cases. 





ACUTE PANCREATITIS 





ScCHWARZMANN (Wien. Klin. Woch., May 31, 1923) 
reports a case of acute pancreatitis from Schnitzler’s 
surgical clinic at Vienna, which recovered after drain- 
age through the gastro-colic ligament. He recom- 
mends early operation for this condition, and believes 
the prognosis favorable if the intervention is within 
24 hours of onset. [R. M. G.] 





ADVANTAGES AND DISADVANTAGES OF METAL PLATES IN 
THE TREATMENT OF FRACTURES OF THE LONG BONES 





STILLMAN, ALFRED (Annals of Surgery, July, 1923), 
writes as follows: 

Plating is a justifiable procedure in a _ properly 
equipped institution and in the hands of a careful 
surgeon. 

What statistics there are, tend to confirm the near- 
ly unanimous opinion that plating delays union. 

However, the time elpased after fracture before 
operation may be as important a factor in the cause 
of delay as the plate itself, 

Delay of union, provided union takes place, is of 
little consequence compared to the better results to 
be obtained by plating. 

Now that fractured femurs are treated almost en- 
tirely by suspension and traction, plating will not 
be done as formerly, but when limited to the lesser 
bones should give even more satisfaction. 

[E. H. R.] 





BACTERIOPHAGE PHENOMENA 





KutTtner, ANN GuyLe (Journal of Bacteriology, 
January, 1923). Experiments were planned to test 
the validity of D’Herelle’s theory that the bacterio- 
phage is a filterable virus parasitic upon living bac- 
teria. Although all experiments such as the develop- 
ment of a bacteriophage from old laboratory cultures 
of months or years standing, its high resistance to 
heat (70° for one hour), and to such chemicals as 
acetone, chloroform and phenol, make this theory im- 
probable. The fact that all the cultures were origi- 
nally obtained from animal sources makes it impos- 
sible to rule out a parasite capable of existing for 
long periods of time in an inactive state. The more 
reasonable theory is that the bacteriophage repre- 





VULVOVAGINITIS OF CHILDREN 





ANDERSON, SCHULTZ and STEIN (American Journal 
of Infectious Diseases, June, 1923), report results of | 
a study made on a series of 42 cases of vulvovaginitis | 
among children reporting to a dispensary clinic for 
treatment. Of these cases 35.7 per cent. were gon- | 
orrhoeal and 64.3 per cent. were nonspecific. 


| ceptible strains of bacteria there are always resist- 





sents an autolytic ferment developing spontaneously 
in old cultures, but which can be stimulated to a 
much earlier appearance by the action of filtrates of 
varied animal material, or, as shown by Otto and 
Munter, by the action of colloidal sulphur or the 
mere trauma of repeated filtrations. 

The observation was confirmed that even in sus- 
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ant organisms, and that the bacteriophage does not 
completely sterilize the culture in producing lysis. 
This is of possible importance in connection with 
clinical application. 

Attempts to protect guinea pigs against minimum 
lethal doses of typhoid bacilli by intraperitoneal in- 
jection of the bacteriophage, were unsuccessful. Bac- 
teriophages, active against the homologous strain, 
were isolated from the stool of one typhoid case that 
later became a carrier and also from several carriers 
of some years’ standing. tT. B. 2.3 





INVOLVEMENT OF THE LYMPH GLANDS IN CANCER OF 
THE CECUM 





Craic, W. M., AND MAcCaArTHy, Wm. C.. (Annals 
of Surgery, June, 1923), review the pathological find- 
ings in a large series of cases at the Mayo Clinic, 
and they find primarily all cancers of the cecum are 
of the adeno-carcinomatous type and the colloid va- 
riety is regarded as a degenerative process only. 
There were examined 100 pathological specimens and 
1033 associated lymph glands. The most common 
site of cancer of the cecum is the posterior wall. 
Growth was confined to the interior wall in only 138% 
of the cases. The ileo-cecal valve was involved in 
64% of the cases; 66% were males and 34% females. 
In 32% there was metastatic involvement of the re- 
gional lymph glands. The size of the intestinal lesion 
and the size and number of the regional lymph 
glands proved to be no criterion of the presence or 
absence of metastases. In cases of glandular in- 
volvement, large and numerous inflammatory glands 
were also noted, which could only be distinguished 
by the use of a microscope. Predominance of pos- 
terior ileo-cecal lymph glands is of significance and 
should prove of value in the operating room, since 
71% of all glands were found in this region and 44% 
of the section which showed metastatic involvement 
belonged to this group. The authors believe that 
systematic microscopic examination is the only, 
method of determining local or regional metastasis. | 

[E. H.R} | 





LE BACTERIOPHAGE DE D’HERELLE: SEs APPLICATIONS | 
THERAPEUTIQUES 


3ERKERICH, A., AND HANpDROY. P. (Journal of Bac- | 
teriology, March, 1923). make brief mention of seven | 
cases of dysentery cited by D’Herelle in which 
marked general improvement and the disappearance 
of blood in the stools followed 24 to 48 hours after 
the ingestion of the bacteriophage by mouth. 

In five cases of typhoid fever treated by the. au- | 
thors, two died wuninfluenced by treatment, three | 
showed marked improvement within 24 to 48 hours | 
of administration of the bacteriophage by mouth. 
Similar favorable results are reported for two cases | 
of para-typhoid—By injections in children. No exact 
‘clinical data are given and no mention is made of | 
control search for bacteriophages in the stool before | 
and after the administration by mouth. They con-| 
clude that their results, while not entirely decisive, | 
promise a fertile field for further therapeutic applica- 
tions. me, B. oe 





ENDOTHELIOMATA OF THE UTERUS, WITH Report or A 
CASE 


MourpHy, D. P. (Surgery, Gynecology and Obstet- 
rics, July, 1923), writes as follows: 

The point of origin and the exact classification of 
the endotheliomata are still considered doubtful by 
many investigators. 

The writer feels that the term is sufficient and 
should be used. 

Of the female pelvic organs the ovary is most fre- 
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quently the seat of growth, and the uterus is more 
often attacked than the literature would indicate. 

Pre-operative clinical diagnoses have never been 
made. 

The gross specimen removed at operation has no 
pathognomonic characteristics. 

The diagnosis rests entirely upon the histological 
picture. 

The uterine endothelioma is highly malignant and 
is frequently metastatic. 

The treatment is that of malignancy. 

The period of greatest incidence is between the 


j}ages of 30 and 40. 


The most frequent symptom is haemorrhage. 

The cervix is attacked more frequently than the 
fundus. 

Endotheliomatous degeneration of pre-existing myo- 
mata is not infrequent. 

The mortality rate is high. [E. H. R.] 





A COMPARISON OF THE ZIEHI-NEILSEN AND SCHULTE- 
TIGGEs METHODS OF STAINING TUBERCLE BACILLI 


SHovus, HyMAN L. (Journal of Bacteriology, March, 
1923). The Schulte-Tigges method is summarized as 
follows: (1) Flood the slide with carbol-fuchsin (10 
c.c. of saturated solution of basic fuchsin in 95% 
alcohol, and 90 ¢.c. of 5% carbolic acid, as in the 
Ziehl-Neilsen method). (2) Heat the slide and steam 
for one minute. (3) Wash off excess stain with tap 
water, and decolorize in sodium sulphite (10% aque- 
ous solution). This solution must be renewed at 
least once a week. (4) Wash thoroughly with tap 
water, and counterstain with a saturated aqueous 
solution of picric acid. (5) Wash with tap water 
and dry. ‘The tubercle bacilli are red. the back- 
ground is pinkish yellow. 

Comparative examination of 800 sputa by the two 
methods yielded 244 positives by the new stain, 183 
by the Ziehl-Neilsen, approximately 100 as against 
75. Counts of the number of bacilli seen as recorded 
by the Guffky scale, showed nearly five times as many 
organisms in the preparations stained by the new 


| method. No mention is made of the action of the 


stain on other “acid-fast” bacilli than the tubercle 
bacillus. fe. 3. 3 





THE COMBINED ABDOMINO-THORACIC APPROACIT IN 
OPERATIONS FoR DIAPHRAGMATIC HERNIA 


Stone, H. B. (Annals of Surgery, July, 1923), 
writes as follows: 

\bdominal exploration is essential in the great 
majority of cases of diaphragmatic hernia. 

Thoracie approach greatly facilitates the necessary 
operative steps. 

The method-of choice, therefore, for the routine 
handling of these cases should be by combined ab- 
dominal and thoracic incisions. 

These incisions are best made separately instead of 
by the French method of a continuous incision. 

[E. H. R.] 





TUBERCULOSIS OF THE BREAST 


Evxin, D. C. (Annals of Surgery, June, 1923), 
writes as follows: 

Tuberculosis of the breast is a comparatively rare 
disease as compared with tuberculosis elsewhere in 
the body. In so far as can be determined it may ex- 
ist as a primary infection. A breast abscess, with a 
tendency to the early formation of multiple fistulae 
and with involvement of the axillary lymph-nodes, 
should make one suspicious of tubereulous infec- 
tion. Treatment is operative and prognosis is good 
in primarily infected breasts, provided operation is 
early and radical. [E. H. R.] 
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ETHER DAY AND CELEBRATION OF THE 
FIFTIETH ANNIVERSARY OF THE 
FOUNDING OF THE TRAINING SCHOOL 
FOR NURSES OF THE MASSACHU- 
SETTS GENERAL HOSPITAL 


On Tuesday, October 16, 1923, Ether Day 
was celebrated at the Massachusetts General 
Hospital. 

Dr. Henry P. Waleott presided, and after 
singing by the nurses Dr. F. A. Washburn read 
the list of house officers graduated October 16, | 
1922, to October 16, 1923, as follows: 

Medical.—William Bosworth Castle, East | 
Medical; James Edwin Wood, Jr., West Med- | 
ical; Randolph Kunhardt Byers, East Medical ; | 
James Harvey Townsend, West Medical; Daniel | 
Parsons Foster, East Medical; John Jacob 
Sampson, West Medical. 

Surgical. Joseph Kiddoo Surls, East Sur- 
gical; Donald Mitchell Glover, West Surgical ; 
William Hamlet Alexander, Third Surgical: 
Seth Marshall Fitechet, East Surgical; Augus- 
tus Thorndike, Jr., West Surgical; Tracy Jack- | 
son Putnam, East Surgical; Curtis Carver 
Tripp, West Surgical; Winthrop Morgan! 
Phelps, Third Surgieal. 

Children’s Medical.—John Joseph Dumphy. | 





/Woman’s Education 


Lauren Holmes Goldsmith, Richard Gwyn Wat- 
son, Clarence Falk Friedman. 

Orthopedic—Myron Ormell Henry, Charles 
Barrows Bennett, Edward WHarlan Wilson, 
Frank Hastings Hamilton Mewburn, Daniel 
Max Stiefel. 

Dr. Walcott then spoke of the inauguration 
several years ago of exercsies commemorating 
the greatest event in the history of American 
medicine—the employment of sulphuric ether 
on October 16, 1846, in the Massachusetts Gen- 
eral Hospital. He referred to the spirit of the 
Hospital, which did not rest with this one per- 
formance, but which, great as that was, has 
continued to do things of value to mankind 
which have supplemented the great occurrence 
of 1846, and he was confident that the future 
would show other important achievements. At 
some future time a recital of the notable ad- 
vances in medicine, contributed by the Hospital, 
which have been of value, will be delivered, but 
on this day it is sufficient to speak of an 
innovation consisting of the hospital social serv- 
ice, made possible by the earnest and eloquent 
advocate. of this idea, Dr. Richard C. Cabot. 

Dr. Cabot took as his theme the motives which 
led young women to enter the nursing profes- 
sion. He paid high tribute to the ideals of those 
who find in nursing the opportunity for service 
regardless of the social standing of the patient, 
and felt that the criticism sometimes offered, of 
the abandonment of private duty nursing in 
favor of public health work, did not indicate 
selfish motives but rather the desire to enter 
fields of greater usefulness to humanity. 

The JourNAL has the assurance that Dr. 
Cabot’s address will be available for publica- 
tion soon and hence this brief reference is only 
suggestive of the reasoning and conclusions of 
the speaker. 

After the close of these exercises the audi- 
ence adjourned to the lawn and were enter- 
tained by the Pageant of the Massachusetts Gen- 
eral Hospital Training School for Nurses, in 
celebration of its Fiftieth Aniversary, entitled 
‘‘The Bearers of the Lamp,’’ by Ruth Pond. 

Beginning with a portrayal of the visit to the 
Hospital in 1840 by the Trustees, a tableau 
followed, illustrating the first operation per- 
formed under complete anesthesia, with eight 
girls in the foreground, four representing the 
spirits of ether defying the sprites of pain. 

Seene 3 showed the Final Meeting of the 
Committee on Industrial Edueation of the 
Association, concerning 
the Training School for Nurses, followed by 
Scene 4, showing the Representatives from the 
Committee bringing their plans to the Confer- 
ence with the Committee of Trustees of the 
Massachusetts General Hospital, which resulted 
in the Boston Training School for Nurses, No- 
vember 1, 1873. 

After this, Seenes 5 and 6 depicted some of 
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the evolutionary stages of the nurses’ work, 
ending with the tableau reproducing the picture 
of Miss Keith holding the night lamp of nurses 
of long ago. 

In Part II, the Staff visit in 1903 was depicted 
in contrast to the Trustees’ visit to the same 
ward sixty-three years ago. 

Then followed the scene illustrating the Hos- 
pital in War Service with a tableau for Human- 
ity, and in Scene 11 the Evolution of the 
Nurse’s Uniform was shown. 

Scene 12 illustrated the Nurse in Private 
Duty, Public Health, Executive, Educational 
and Special Work. 

The nurses’ chorus singing the Alumnae 
School Song and the presentation to the Hos- 
pital of money raised by the Alumnae Associa- 
tion constituted the thirteenth scene. The audi- 
ence joined in singing the Battle Hymn of the 
Republic. 

Each exercise was appropriately introduced 
by the Chronicler. 

The exercises were dignified and inspiring. 
A large audience was in attendance and great 
interest in all the exercises was shown. 

One more Ether Day celebration has become 
history. 





—_—_++¢—__- 


“WHAT PEOPLE THINK OF THE 
DOCTORS”’ 


TuE JouRNAL has recently received from one | 
of its readers a letter calling to the attention of | 
the editors an article in the Literary Digest of | 
September 22, 1923, entitled, ‘‘What People| 
Think of the Doctors.’’ This article is based | 
upon a report made by an investigator to the | 
Illinois Medical Society, and published orig- | 
inally in the Illinois Medical Journal. It is a| 
summary of the answers given by 6772 people, 
drawn from all walks of life, to the questions: 
‘“What did you do the last time you were sick?’’ 
and ‘‘ What led you to do that?’’ Of this num- 
ber ‘‘only 931, or 13 5-16 per cent., had never 
dabbled in any cult or pseudo-science.’’ 

The reasons why the others had fared afield 
are tabulated under twenty-two headings. These 
so-called ‘‘reasons’’ are about as cogent as one 
would expect. They are based upon unfortunate 
experiences with individual physicians, upon 
dislike of personal characteristics of certain doc- | 
tors, upon a mistaken idea of medical ethics. 
upon a naive belief in the inspired quality of 


‘*sell them the idea’’ that by patronizing the 
regular medical profession they will get better 
service at a lower cost. 

Our esteemed correspondent wishes us to pub- 
lish this report in full, as ‘‘the subject of which 
it treats lies at the foundation of the success of 
our ¢calling.’’? Much as we would like to grant 
his request, we cannot feel that the article in 
question deserves so much space. It is true that 
the cults are flourishing, and that some of their 
practitioners are making more money than many 
doctors of medicine. It may be true that of 6772 
people in and about Chicago, 5841 had, the last 
time they were sick, consulted a ‘‘ pseudo-scien- 
tist.’? It is not at all certain that these 5841 
will consult the same faddist the next time they 
become ill, even though their ability to answer 
the question put to them-proves that his minis- 
trations were, at least, not attended with fatal 


| results. 


There are many people, we believe, who call 
upon unorthodox practitioners for very minor 
ailments, and when really ill, call in a regular 
physician. This is due largely to the fact that 
the average doctor makes but small effort to sat- 
isfy the patient whose ailment is so trifling that 
no pathology can be imagined. He really ob- 
jects to taking money for treating so indefinite 
a condition. The cultist, with his list of imag- 
inary pathological conditions, can easily fit a 
name to the symptoms, and has no hesitancy at 
accepting his fee. Like the barber, who never 


| refuses a hair cut because his customer does not 


need one, the man without a training in pathol- 
ogy accepts his patient’s estimate of his own ill- 
ness, and treats him. 

The remedy for this condition, it is believed, 
lies in educating the public. If a man under- 
stands the fundamental principles of physiol- 
ogy, and has some idea of the nature of bacte- 
rial activity and the reactions aroused by it 
within the human body, he will be as unlikely to 
try to cure diphtheria by massage of the spine 
as he would be to try to mend a puncture in his 
automobile tire with chewing gum. 

It should be remembered that a little knowl- 
edge, especially when it is cour%ed with the eock- 
sureness of the average American, is worse than 
none. The investigation quoted in the first para- 
graph showed that the foreign-born of the poor- 
er class, who are supposedly ignorant, consulted 
the medical profession with more regularity 
than did many Americans. 

In this process of education, we must be very 





certain of the cults, upon the articles which have 
appeared lately in lay periodicals attacking the 
medical profession, and upon numerous other 
equally unsubstantial premises. 

The investigator making this report urges 
that the medical profession conduct a campaign 
for the purpose of telling the public the truth 


careful to adhere to the teaching of purely scien- 
| tifie truths. 
| The slightest suggestion of advertising by the 
‘medical profession will tend to undermine the 
confidence of those who now rely upon us, whose 
faith in us is too precious to hazard. 

We can never meet such silly objections as are 








_about medicine in a story which abounds in| expressed by the 5841. Medical men are human; 
‘‘nuneh,’’ and, in modern business parlance.! they have their individual characteristics, often 
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more strongly developed because of the isolated} Born in Eastport, Maine, the son of a sea 
and independent lives they lead. Let them be| captain and of an educated mother, as a boy 
well grounded in the science of medicine, and | he moved with his parents to Portland, and was 
fairly trained in its art. Let them avoid com-| graduated with Phi Beta Kappa honors in the 
mercialism, and especially the charge of adver-|class of 1881 at Dartmouth, and with excep- 
tising, and in the long run the public will ap-| tional renown at the Bowdoin School for Medi- 


preciate the value of medical services. cine. 
He settled at once for practice in Portland, 
ee and had a great opportunity in his early asso- 


ciation with Dr. Seth Chase Gordon. Other 
men have had equal opportunities, but Dr. 
Thompson grasped his more skilfully and soon 
asserted his ability in diagnosis and treatment 
of disease, and a state-wide reputation in sur- 
gery. He endeared himself to his patients by 
listening to their smallest complaints, soothed 
their sorrows with sympathetic words, and an- 
ticipated their every want, by day or by night. 
In this way his patients came to regard him 
not only as one to be relied upon in the emer- 
gencies of disease but also in family affairs and 
troubles. Few practitioners in the past forty 
years have so faithfully sustained such a double 
reputation. 

As a physician he was decided in his diagno- 
sis, which was based on careful and painstaking 
examinations, but he was never dogmatic. As a 
consultant he was held in the highest regard by 
his Fellows in medicine. To the young prac- 
titioner he was always a real friend. 

In his connection with the Maine General 
Hospital, as a surgeon he did all of the usual 
operations with perfect skill, and though not a 
rapid operator, he was unusually painstaking, 
and his end-results were above the average. 

Much might be said concerning the great 
value of Dr. Thompson’s services as a Director 
of the Maine General Hospital, and of his dis- 
criminating labors in this position, but we have 
to be brief to say everything possible concern- 
ing his career. 

In his position in the Medical School at Bow- 
doin, he was very successful as a teacher of 
gynecology, and was much praised by his stu- 
dents, who retained, long afterwards, kind re- 
membrances of his useful way of teaching them 
how to succeed, in this particular branch of 
surgery. 

As a member of the Portland Medical and of 
the Lister Clubs, of the County Medical Society, 
and of the Maine Medical Association, he was 
noted for practical papers, whilst as a disputant 
of papers read by others he was an excellent 

As we come together at our annual meeting, | example of how to say the proper thing, gently, 
we miss the courteous presence, the genial face, | yet forcibly. His voice was agreeable and his 
easily turned into abundant humor, and the| remarks would often be relieved from any 
kindly yet convincing voice of our President-| monotony by humorous allusions or illuminated 
Elect, who was to lead us in our discussions} with a smile. He was one of the very first sur- 
today. Although a year has almost passed since | geons to work up carefully and publish a case 
his death, we still cherish his friendship and | of ovarian pregnancy, and his paper was ac- 
honor his ability, and we might naturally in-| cepted by the obstetricians and gynecologists 
quire how it came about that he was elected as| throughout the world as thoroughly substan- 
our President for the current year. | tiated. 


THE NEW ENGLAND SURGICALSOCIETY 


Tus Society held its annual meetings in Bos- 
ton October 17 and 18, 1923. Its roster of active 
practitioners is limited to one hundred. There 
are at present twenty-five honorary and two 
associate members. A large proportion of its 
members attended the meetings this year. 

The clinical exercises were conducted in the 
Massachusetts General, the Peter Bent Brigham, 
and the City Hospitals in the forenoons, the af- 
ternoons being given to the reading of scientific 
papers and discussions. The clinical exercises 
were admirably conducted and showed careful 
preparation. The papers read were of unusual 
merit, and the subjects considered were both 
scientific and practical. 

The problems of cancer were dealt with by 
four authors; hernia by three; gynecological 
operations by two; retroperitoneal lipomata, 
aberrant thyroid, fractures of the skull, treat- 
ment of non-union and delayed union of bones, 
volvulus, and suppurative appendicitis, one 
each. 

After the sessions on Wednesday afternoon 
the members were invited to attend the Cutter 
Lecture delivered by Sir Arthur Theiler, 
K.G.M.G., on ‘‘Phosphorus Deficiency in Ani- 
mals.’’ 

The annual dinner occurred on Wednesday 
evening at the Harvard Club. The post-pran- 
dial exercises were presided over by the Presi- 
dent, Dr. Lyman Allen of Burlington, Vermont, 
who expressed the pleasure of the members in 
convening in Boston, and paid a merited tribute 
to the deceased President-Elect, Dr. John F. 
Thompson of Portland, who was the only officer 
who had died in office in the history of the 
Society. 

He then called upon Dr. William H. Brad- 
ford of Portland to give to the Society a sketch 
of Dr. Thompson’s life. Dr. Bradford spoke as 
follows : 
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He favored all efforts to improve the public | sphere of work is ever widening and the demand 
health in his city, aided the work personally | exceeds the supply. The shortage of nurses dur- 
with his words and his means, and many char- | ing a large part of the year is a fact that has 
ities Owe their good fortunes in funds to monet-|++oubled each one of us, and how to secure 
ary advice given to the rich by Dr. Thompson. | ouch nurses is a problem that has been under 

He was a very loyal son of Dartmouth and, | . ot igi ' , 
imbued with its needs, was tireless in his efforts | IRVOCLIGRTION TOF SOURE TEENS. 
to maintain there the high standards of edu-| While the training schools in some hospitals 
cation established by those in charge. He was| have had a little difficulty in securing sufficient 
devoted also to the society work in the College, | applicants of the right kind and education, yet 
and labored incessantly to obtain funds for the|so far they have succeeded in keeping their 
society houses. His services to Dartmouth, for| ranks filled. They could educate but few, if 
years, cannot be over-estimated. Another item | @ny, more. And if practically all the nurses 
of medical value in the make-up of our lamented | graduated went into general private nursing 
President was his friendliness with the staff of | and. remained there we should have a nearly 
the Maine General Hospital, in which he main-| adequate supply. But the hospitals themselves 
tained with them all, and between them all, a| must have nurses, both graduate and under- 
spirit of kindly rivalry to do good work for all| graduate, to function at all. They absorb a 
of their patients, and for all of them to keep certain number of the graduates to act as head 
together in friendly unison. /nurses, teachers and assistant superintendents. 

A reeord of Dr. Thompson’s life work would The Public Health Service, the District Nursing 
be incomplete without mention of his farm out-| Service, and the resident nurses in large manu- 
side of Portland, in which he took unending| facturing plants and in doctors’ and dentists’ 
interest and where he carried out experiments, | Offices take a good many graduates each year. 
valuable to farming, floriculture, and horticul-| Then a large number of nurses get married and 
ture in Maine. There was no happier event in| their services are lost to the general public. The 
his life, than when, at the end of a Jong day of | Small private or semi-private hospitals and sani- 
labor for patients and the Hospital, he could | taria, without training schools of their own, take 
motor out to the farm at Black Strap and, sit-| many graduates. 
ting on the broad piazza, gaze affectionately and| The result is that the number of nurses in 
admiringly upon the landscape, embracing with-| private practice remains inadequate. Most 
in its limits long stretches of wooded country,! nurses prefer public health work or work in in- 
bounded at their verge by the White Mountains. | stitutions, to general practice, and since there 

Dr. Thompson is missed a year after his death, | is a growing demand for such, it looks as if the 
and he will continue to be missed in every form | nurse in private practice would be a scarce ar- 
of broad ideas for the advance of Portland,| ticle for some time to come unless the supply 
where he practiced so long and so honorably.| can be largely increased. It is estimated that 
Stricken down with pneumonia amidst other| there is, or soon will be, a demand for 50,000 
plans for the benefit of his beloved Hospital, for | public health nurses in this country, with less 
Dartmouth, and for Portland, he was not satis-| than 12,000 now so employed. To supply this 
fied with doing more than his share, but was; demand would require all the graduates for 
planning further for the future at the time of |many years to come. In the two general hos- 
his death. And yet, after all the rewards which| pitals in Burlington, Vermont, out of all the 
he has received in his life in medicine, he would | nurses graduated in the last ten years, less than 
have been pleased most of all, we believe, to|31 per cent. are in general nursing today. A 
stand here as our President, an office which by | similar condition probably obtains elsewhere. 
his ability and by his labors he had merited. 
He would have welcomed us most heartily, and | 
with his kindly glance, his humorous smile, his 
experience as a surgeon, he would have guided 
our debates successfully. He would have pre- 
sided with dignity, yet confidently and serenely. 
at this, the annual session of the New England 
Surgical Society for 1923. 


The demand for private nurses is on the in- 
erease. In times of prosperity, people spend 
more money for nurses, just as they do for auto- 
mobiles or antique furniture. Many patients 
wish a nurse when they do not really need one, 
and others have two or three when one would 
do. But if they wish them they are going to 
| have them. The increasing number of families 
After Dr. Bradford’s address, the President | living in small apartments and family hotels 
asked the Society to send to the family of Dr.| with no servant, or only one, when formerly 
Thompson expressions of appreciation and sym-| they lived in large houses with several servants 
pathy. | who could be called upon for emergency help, 

The President’s address was then delivered: Peso ate a nurse of some kind imperative in case 
THE NURSING PROBLEM | of illness. Years ago when anyone was ill the 
neighbors came in to help with the nursing or 
‘“to sit up with the patient’’; ‘‘pie watchers.’’ 


an old friend of mine called them. They were 





Firty years ago the trained nurse was a doubt- 
‘ful experiment—today she is a necessity. Her 
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often poor nurses, but they helped out. How 
much of that is done today? 

The situation is partly relieved by the in- 
creasing number of patients who go to the hos- 
pitals, where one nurse can take care of several 
patients. The district nurse and the part-time 
nurse also help; and it may be that we must 
make up our minds to this as the solution of 
the problem—but I believe that a largely in- 
ereased number of women eapable of looking 
after the sick ean be obtained if we go about it 
systematically. I refer to the nurse with a 
short training—the so-called ‘‘nursing aide’’ or 
trained attendant. 

Today there are in this country rather more 
nurses classified as ‘‘practieal’’ or ‘‘domestie’’ 
nurses (an unfortunate title) than as trained 
nurses. Some of these are very able and devoted 
women, of much use in the sieck-room; and 
while I am not urging less training for the reg- 
ular nurse, I can see a way to supplement her 
work and to increase the numbers of the private 
nursing foree by supplying the ‘‘nursing aide.”’ 
She should be better than the average domestic 
nurse and entirely eapable of earing for any 
patient not acutely ill. 

As to her training—it is obvious that to have 
two sets of nurses undergoing a different train- 
ing in the same hospital at the same time would 
‘ause much friction and endless trouble in ad- 
ministration. But the small hospital or sani- 
tarium whieh does not maintain a_ training 
school (or should not if it does) could with} 
benefit to itself have a few nursing aides under 
training at all times. These hospitals usually 
have a graduate nurse as superintendent and 
several other graduates, with ordinary domestic 
help, to complete the foree. Such an institution 
eould get along with one or two fewer graduate 
nurses if they had nursing aides under instruc- | 
tion. The course should be nine months, during 
which time any fairly intelligent woman could 
learn something of the theory of medicine and 
become efficient in the art of earing for the sick. 
A general knowledge of anatomy and _ physiol- 
ogy, the names and doses of a few of the most 
commonly used drugs, and the full meaning of 
‘*asepsis’’ would give the necessary basis of the- 
ory. How to handle the patient in bed, baths, 
bed-making, enema, douche, even eatheteriza- 
tion, the use of the hypodermie syringe, the 
taking of pulse, temperature, and respiration, 
with the keeping of a simple chart and the prep- 
aration and serving of ordinary diets could be 
learned in a few weeks. The nursing aide should 
do the ordinary housework of the sick-room, but 
sare Should be taken that she be not made a 
hospital drudge. The teachers would, for the 
most part, be the superintendent or other grad- 
uate nurse, helped out often by some young 
physician of the neighborhood. 

Such a nursing aide would be worth to the 
small hospital more than she cost after the first 





few weeks, and I suggest the term of training of 
nine months, partly to increase the nurse’s edu- 
cation ard -partly to make it an object for the 
small hospital to educate her. Also it is the 
length of time required by the New York State 
law for such training. Women older than those 
now taken in the regular course could be made 
use of, as well as young women whose prelimi- 
nary education was below the standard required 
for the trained nurse. To many such the course 
would be attractive. 

There are practical difficulties in the way of 
the ‘‘title’’ of such a nurse, and the pay which 
she should demand. Of course she cannot be 
called a ‘‘trained nurse,’’ nor be eligible for 
the title of R.N. Neither should she be allowed 
to demand the pay of a trained nurse. She 
should be licensed and under the control of the 
same board or commission which has control of 
the nursing situation in each State, as is pro- 
vided now by the New York law. And it would 
be a simple thing for the physician in charge of 
a given case to see to it that the nurse is what 
she pretends to be and is asking the rate of 
wages allowed to her class. This is no new diffi- 
eulty, for we already have two classes of nurses 
in the community, and, with occasional excep- 
tions, there is no attempt by the domestic nurse 
to masquerade as a graduate. 

The Licensing Board should issue to the nurs- 
ing aide a certificate, and she should have the 
right to use the initials ‘‘N.A.’’ after her name. 
This would add dignity to the occupation, and 
there should be penalties for the use of these 
initials unwarrantedly or for claiming falsely 
to be a nursing aide. 

The situation as regards the existing practical 
or domestic nurses in any State could be met 
by providing that any such nurse who ean pro- 
duee a statement, signed by two or three physi- 
cians, that she has proved herself capable of ear- 
ing for the sick, may receive a certificate en- 
titling her to nurse for hire, but that after a cer- 
tain date no person may offer to care for the sick 
for pay who is not licensed by the Board. There 
is nothing new in such a law. It is similar to 
the requirements for the practice of medicine, 
dentistry, law, ete. The rate of charges should 
also be regulated by this same Board, and might 
well be about two-thirds that of the graduate 
nurse. 

Objection may be made that during the sum- 
mer months there are already too many nurses 
and thus much loss of their time, which would 
be still more marked if the nursing force were 
increased. There are too many doctors, also, in 
the summer, and it is generally a time of light 
work and vacations in most branches of indus- 
try. If the nursing aide needed work to fill out 
her time and her purse she could easily secure 
it, as so many school teachers do, by work in 
the summer hotels, giving her, besides the extra 
money, a change of occupation, and an in- 
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creased acquaintance, which would be valuable 


to her in her work. Arrangements could be 
made between registration bureaus and hotel 
associations to facilitate such off-season employ- 
ment. In other words, in order to have enough 
nurses to supply the need during the winter (the 
peak of the load) there must be too many dur- 
ing the slack season. This excess ean fill in the 
time in well-earned vacations, or turn for a 
couple of months to different work, for which, 
also, they are trained. 

An ideal arrangement would be to employ 
the trained nurse in obstetrical and surgical 
cases and acute diseases requiring much knowl- 
edge, judgment, and experience (such as pneu- 
monia, cardiac and renal cases, and the acute 
fevers), using the nursing aide in chronie eases, 
postpartum nursing, the care of delicate chil- 
dren and the tubereulous. In time of epidemics 
the nursing aide could be used even in acute 
cases, and when two nurses are required on one 
ease, one of them might well be a nursing aide. 

Since the trained nurse in increasing num- 
bers is going into public health and institutional 
nursing, her place must be filled, and the sooner 
we start to educate the nursing aide the sooner 
we shall have a supply of women able to help 
us in the eare of the sick. 

There is no necessary antagonism between 
these two classes of nurses—we need them both 
—neither is the question primarily one of ex- 


pense to the patient, but of the character of the ' 


disease requiring the nurse. To say that a rich 
patient with pneumonia needs a graduate nurse 
and a patient in moderate circumstances a nurs- 
ing aide, is absurd. But let the public once 
understand that there is a class of nurses who 
ean take care of them during convalescence and 
in minor or chronic ailments at two-thirds of the 
cost of the graduate nurse, and you have solved 
the difficulty. Patients in very moderate cir- 
cumstances must, in increasing numbers, make 
use of the ‘‘part-time nurse’’ or the district 
nurse; for no plan ean be suggested that will 
supply nurses of even slight knowledge and ex- 
perience at the price of ordinary domestic ser- 
vants. 

I do not suggest that this Society as an or- 
ganization take up this matter and try to put 
it through. That is for each State Society to do. 
There is only a little legislation needed, and the 
education of the physicians and of the public to 
see the advantage of such an arrangement. The 
details of this plan could well be worked out 
by the Board of Registration for Nurses, to- 
gether with representatives of the Nurses’ Asso- 
ciations and the State Medical Society. 

And so I have come to the following concelu- 
sions : 

1. That we need more nurses now; 

2. That there is no way greatly to increase 
the number of nurses graduating from training 
schools ; 





3. That more graduates every year leave 
general nursing for the public health and insti- 
tutional positions ; 

4. That the nursing aide offers at least a 
partial solution of the difficulty ; 

do. That the small private hospital can ad- 
vantageously educate many nursing aides and 
at the same time free some graduate nurses for 
general private nursing, and 

6. That it would require but little new legis- 
lation or machinery to put this plan into oper- 
ation. 

If you think well of what I have here sug- 
| gested, take the matter up through appropriate 
|channels; if not, please suggest something bet- 
| ter. 

The need exists—find a remedy. 








In introdueing the next speaker, the President 
spoke of the unpleasant features of a doctor’s 
life, sometimes arising from suits for malprae- 
tice, and explained that these annoyances seemed 
to be the result of the failure of the profession 
to stand together, and cited the behavior of 
some of the men in one of our New England 
States which seemed to eneourage suits. He 
then presented the Honorable Robert G. Dodge, 
Counsel of the Massachusetts Medical Society, 
who has the responsibility of defending mem- 
bers of that Society. In opening his address, 
| Mr. Dodge explained that he had only taken up 
the duties of this position recently, and had 
never been connected with but one malpractice 
suit and then as counsel for the plaintiff, adding 
that. of course, that was a meritorious case. He 
emphasized the necessity of the profession hang- 
ing together, and felt confident that suits were 
sometimes instigated by a doctor who was em- 
ploved after another had been in attendance, 
and urged the necessity of never dropping hints 
or making derogatory remarks relating to the 
practice of another. In speaking of the diffieul- 
ties encountered by the defense, he felt that 
there may be unnecessary impediments in get- 
ting access to records of other doctors who may 
have been connected with a given case, and also 
hospital records. It was explained that suits 
for malpractice are not founded to any large 
degree on law, for there is very little law deal- 
ing with the duty of the dcetor to his patient, 
and the determining factor is whether there was 
negligence on the part of the attendant. 

Courts have adopted the general rule that a 
doctor must have average skill or knowledge as 
compared with that possessed by other practi- 
tioners in a given locality, and the other rule is 
that the doctor must use his skill or knowledge 
with proper care. The facts, and not the law, 
are the important elements in this class of cases. 

Several amusing illustrations were cited show- 
ing that questions in dispute were given to the 
jury to decide, because the significance of the 
acts, or negligence of the defendant, should be 
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determined by this body rather than by legal 
provisions. It is of interest to know that a 
search of the records reveals that there are only 
about a dozen court decisions in malpractice 
eases, and it is obvious from the records that 
most suits are not meritorious. Although it is 
true that large verdicts are sometimes unjus- 
tified, as a rule the profession has not suffered 
because of these verdicts. A few cases were re- 
ferred to where it was obvious that the attend- 
ing doctor was blameworthy and the plaintiff 
entitled to damages. 

It is generally known that reputable lawyers 
will not bring suits against doctors unless the 
evidence warrants such procedures, and, as a 
matter of fact, the majority of suits are brought 
by men of inferior standing. He felt that rep- 
utable doctors who carried indemnity insurance 
have little cause for worry. 

In introducing the next speaker, Dr. Chan- 
ning Frothingham, the President expressed re- 
gret at finding that he had taken for his subject 
almost a duplicate of that selected by Dr. Froth- 
ingham, but was unable to prepare another pa- 
per within the time at his disposal. He gave 
Dr. Frothingham the privilege of doing as he 
chose, which was the opening for a rejoinder 
which was witty and had a local personal appli- 
eation. In his address Dr. Frothingham raised 
the propriety of an internist addressing a body 
of surgeons, because surgeons seemed to feel 
that they know as much as the internist, and 
have their technic in addition. He then went on 
to discuss important questions relating to the 
nursing problem, and said in substance that the 
solution lies with medical men, for the public 
are not sufficiently interested, and the nurses 
and hospital officials are satisfied with present 
conditions. The situation today is very different 
from that of a few years ago, both in the re- 
quirements to be met in dealing with patients 
and in the training of nurses. 

It is evident that there is a difference in the 
attitude of practitioners and nurses, for the 
nurses are ambitious to secure positions that 
do not eall for so much supervision as formerly, 
as shown in the independence of the various 
forms of public health work. The well-educated 
and trained nurses are seeking positions as anes- 
thetists, technicians, educators, and_ hospital 
superintendents, and although these opportu- 
nities deplete the ranks of private duty nurses, 
these women ought to have the best possible 
edueation, and the higher grade of training 
schools are increasing their requirements. The 
New Haven plan was spoken of as an illustra- 
tion. Nurses of the higher grades cannot be over- 
educated and such persons are entitled to good 
financial returns. On the other hand, we do not 
need the highly trained nurse for ordinary eases, 
and the solution of the problem of the shortage 
of the average clinical nurse is to be found in 


the edueation of another class, that will work 


more directly under supervision. It is doubtful 
if it is practicable to educate two classes of 
nurses in the same hospital, and certain hos- 
pitals and sanatoria should take up the work of 
training the ordinary nurse. The greatest ob- 
stacle to this plan comes from certain state insti- 
tutions that are ambitious to maintain training 
schools whose graduates can receive the recog- 
nition of the trained nurse. Some of these in- 
stitutions should train the so-called attendants, 
and in order to bring this about a general policy 
should be adopted through legislation, although 
there is objection to too many laws, and we 
may have to fall back on the effect of the law of 
supply and demand. 

All of these questions must be settled by the 
profession. 

Dr. Samuel J. Mixter, in a terse and emphatie 
speech, speaking as a private citizen and not 
as a professional man, expressed his econdemna- 
tion of certain types of trained nurses, and said 
that more than anything else we wanted a nurse 
who could be useful in the home and able to 
make the sick person comfortable. We do not 
want nurses trained in microscopy and other 
technical fields, but rather the person who could 
make accurate records and take good care of the 
patient. A nurse should first be trained to be a 
good housemaid. 

Doctors Wells, Truesdale, Gile and Wilkins 
continued the discussion of some phases of mal- 
practice suits from the floor. 

The papers and discussions were of great in- 
terest. 

President Allen appointed Dr. W. G. Phippen 
to act as recorder, because of the illness of Dr. 
Blake. 

At the business meeting Thursday afternoon 
at the City Hospital the following-named officers 
were elected for the ensuing year: President, 
Dr. Fred B. Lund; Vice-President, Dr. Freder- 
ick B. Sweet; Secretary, Dr. Philemon E. Trues- 
dale; Treasurer, Dr. Peer P. Johnson; Auditors, 
Dr. John M. Gile and Dr. Alfred M. Rowley; 
Recorder, Dr. W. G. Phippen. 

The following-named surgeons were elected 
to membership in the Society: Dr. Richard H. 
Miller, Boston; Dr. Carl Merrill Robinson, Port- 
land; Dr. George A. Moore, Brockton; Dr. 
Daniel A. Patterson, Bridgeport ; Dr. Frederick 
A. Asserson, Newport; Dr. David W. Parker, 
Manchester, N. H.; Dr. Herbert Thoms, New 
I[aven; Dr. John B. Boucher, Hartford; Dr. 
Richard S. Benner, Springfield, and Dr. Ken- 
dall Emerson, Worcester. 

After the presentation of the scientifie pa- 
pers the meeting adjourned, to meet in Hart- 
ford, Conn., in 1924. 


a 
MODERN PEDIATRICS 





Dr. L. Emmett Hott, in his presidential ad- 
dress read before the American Pediatrie Soei- 
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ety last spring (Journal American Medical | 


Association, 81, 1157, 1923) has emphasized the | 
changes that have occurred in all branches of 
medicine, and especially pediatrics, in the 
twenty-five vears that have elapsed since he first 
was president of that Society. 

Twenty-one papers were read at the meeting 
of 1898. Only one of these represented a labora- 
tory investigation. At the meeting of 1923 
fourteen such papers were included in the pro- 
gram. 

To the laboratory worker Dr. Holt gives 
credit for most of the advances in medicine that | 
the last quarter century has seen, for in this 
period the new sciences of immunology and se- 
rology have developed and biologic chemistry 
has been added to the equipment of the physi- 
cian, 

Pure science, however, will not be the solitary 
savior of the future. Three types of pediatri- 
cians will be needed, according to Dr. Iolt. 
(And the same must apply to the other branch- 
es of medicine.) First will come the research 
man, who, he states, ‘‘is likely to be a full-time 
head of a department in a university medical 
school; seeond, the man who applies our best 
science in the treatment of sick children in the 
home and in the hospital and dispensary; and, 
third, the publie health pediatrician, who will 
organize and direct this special department in a 
state or city or county health board. 

The wisdom of selecting the research man as 
the head of the medical school department may 
be questioned. Valuable as is his work, he may 
not necessarily be the most suitable individual 
to plan courses of instruction, to lecture on the 
practice of medicine, of whieh he may know 
little. and to control the intricate details of ad- 
ministration. For the head of the department 
the man most suited for the position must be 
selected, whichever of these branches he may 
have followed. 

‘‘The duty of the pediatrician, then,’’ he con- | 
tinues, ‘‘is not only to advance knowledge in all 
subjects related to the growth and health of 
children, but also to see that such knowledge is 
applied ; for of what value is our knowledge un- 
less it is used?”’ 

The practical application of the knowledge 
of the past and the present, and of the advances 
of the future, must not be overlooked. Science 
is not an end in itself. We must not make the 
laboratory, as Sir James Mackenzie expressed it, 
‘‘the mistress and not the handmaiden of the 
physician.’’ 





Miscellany 


MIDDLESEX NORTH, MIDDLESEX EAST, 
ESSEX NORTH, AND ESSEX SOUTH 
DISTRICT MEDICAL SOCIETIES 


‘A Joint meeting of Middlesex North and 
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East with Essex North and South Distriet So- 
cieties was held on October 17, 1923, at the State 
Sanatorium at North Reading. 

After a midday dinner the scientifie session 
was held in the Chapel, with a large attendance 
from all four societies, with Dr. O’Connor, Pres- 
ident of Middlesex North, in the chair. 

The members were welcomed on the part of 
the Commonwealth by the Health Commissioner, 
Dr. Eugene R. Kelley, who spoke in some detail 


‘of the various phases of activity in tuberculosis 


work conducted by the different state sanatoria. 

Dr. A. P. Merrill, Vice-President of the par- 
ent Society, stressed the necessity for propa- 
ganda with the laity in support of scientific 
medicine as opposed to the cults. 

Dr. Charles F. Painter spoke of medical edu- 
eation problems, and Dr. Thomas J. O’Brien, 
chairman of the Committee on State and Na- 
tional Legislation, deplored the apathy of the 
membership upon legislative measures affecting 
the publie health and the profession, and urged 
the auxiliary committee more zealously to per- 
form its duties in this regard. 

The essay of the meeting was delivered by Dr. 
Robert L. DeNormandie upon ‘‘The Present 
Status of Cesarean Section.’’ 

A general diseussion followed, and the meet- 
ing expressed its appreciation of the hospitality 


extended by Dr. MeCorrison and Dr. Wil- 
loughby. 
ee oe ee 
THE RELIABILITY OF ERGOT PREPA- 
RATIONS 


A variety of methods for assaying ergot have 
been employed in the past, some of them chem- 
ical, some physiological. The drug contains two 
or three active therapeutie principles, besides 


/some which were at one time considered impor- 


tant, but are now generally discredited. Among 
the latter the most conspicuous example is er- 
votinie or selerotie acid. 

Chemieal of ergot, stoutly defended 
for a time as being more accurate than physio- 


assays 


| logical methods, have been largely superseded 


by the latter,-for it is now admitted that the 
darkening effect of a standard specimen upon 
the comb of the white Leghorn cock is not only 
a practical gauge of therapeutic value, but as 
accurate as any chemical test thus far devised. 


—_—__—_.---——____—_- 
THE ONE HUNDRED AND TENTH AN- 
NUAL MEETING OF THE VERMONT 


MEDICAL SOCIETY 


PRESIDENT BIGELOW of the Massachusetts Med- 
ical Society attended the meetings and reports 
interesting and valuable sessions. 

The Massachusetts Society was represented 
in the scientific sections by Drs. Elliott P. Jos- 
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lin, Milton J. Rosenau, Halsey B. Loder, and| must be received by the Seeretary of the Col- 


Charles F. Painter. The American Medical 
Association was represented by Wendell C. Phil- 
lips, New York Trustee. 

The Vermont Society has a membership of 
three hundred and eighty-three Fellows and has 
the reputation of maintaining high standards, 
and is influential in shaping public health pol- 
icies in that State. 


a 


DR. ALBERT ABRAMS AND THE OSCIL- 
LOCLAST IN LONDON 


Dr. ALBERT ABRAMS, of San Francisco fame, 
and his oscilloclast, under the supervision of its 
founder, are in London. Is this because his 
compatriots in the United States have ceased 
to appreciate his efforts to relieve them of their 
physieal ills? However that may be, what 
may be supposed will be the impression upon 
the medical profession in the United States on 
being informed, through the Daily Express, that 
the results of Dr. Abrams’ treatment ‘‘are the 
topie of the hour in some of the large hospitals’’! 
And what further will they think on being in- 
formed by the same authority, that ‘‘eancer, 
tuberculosis and many other diseases have been 
successfully treated’’? Again, who was the 
‘‘leading physician’’ who is reported to have 
said that the ‘‘possibilities of the new method 
are amazing? So far, most of the eases treated 
in this country have been those of derelicts, in 
which the Abrams eure has been tried as a last 
resouree. Marvellous results have been ob- 
tained.’’ This, of course, will be regarded as of 
interest to the public. But the disturbing fact 
remains that silence pervades the records of the 
oscilloclast in America, where it has debarred its 
medical disciples from being eligible as mem- 
hers of medical societies. Moreover, so far as is 
known, America is still awaiting a cure for its 
derelicts with eaneer, if not for those suffering 
from tuberculosis and ‘‘many other diseases. ’’— 
The Medical Press and Circular. 


ee 


ALVARENGA PRIZE OF THE 
OF PHYSICIANS OF PHILADELPHIA 


The College of Physicians of Philadelphia an- 
nounces that the next award of the Alvarenga 
Prize, being the income for one year of the be- 
quest of the late Senor Alvarenga, and amount- 
ing to about three hundred dollars, will be 
made on July 14, 1924, provided that an essay 
deemed by the Committee of Award to be worthy 
of the Prize shall have been offered. 

Essays intended for competition may be upon 
any subject in Medicine, but cannot have been 
published. They must be typewritten, and if 
written in a language other than English should 


COLLEGE | 


lege on or before May 1, 1924. 

Each essay must be sent without signature, 
but must be plainly marked with a motto and 
be accompanied by a sealed envelope having on 
its outside the motto of the paper and within 
the name and address of the author. 

It is a condition of competition that the sue- 
cessful essay or a copy of it shall remain in pos- 
session of the College; other essays will be re- 
turned upon application within three months 
after the award. 

The Alvarenga Prize for 1923 has been award- 
ed to Dr. Edward P. Heller, Kansas City, Mo., 
for his essay entitled, ‘‘Treatise on Echinocoe- 
cus Disease.”’ 
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PLYMOUTH DISTRICT MEDICAL 

SOCIETY 

The quarterly meeting was held at Castle Inn, 

Abington, Thursday, October 18th, 1923. Speak- 

ers: Dr. Joseph H, Pratt, of Boston. Subject: 

‘*Auricular Fibrillization; Its Recognition and 

Treatment by the General Practitioner.”’ Dr. 

John A. Pettey, of Brockton. Subject: ‘‘A Case 
of Pneumococci Meningitis.’’ 


<5 -————~ 


CHIROPRACTIC EDUCATION 
VETERANS’ BUREAU 


IN. THE 


49 Lafayette Street, 
New York City, 
October 11, 1923. 
Dr. Walter L. Burrage, Secretary, 
The Massachusetts Medical Society, 
182 Walnut Street, 
Brookline 46, Mass. 


My Dear Dr. Burrage: 

With reference to your letter of July 11th, 
containing resolutions by your Association in 
relation to training in Chiropractic for the 
beneficiaries of the Veterans’ Bureau, please be 
advised this has been made the subject of in- 
vestigation by the Committee. I am advised 
by the Director of the Bureau in effect as fol- 
lows: 

That upon taking office, he found contracts 
in effect for training of men in Chiropractic. 

It was not deemed advisable to cancel such 
eontracts immediately and after study of the 
situation it was decided not to remove any 
trainees from this line of work but to continue 
their training until the maturity of existing 
contracts. 

It is desired to discourage any further en- 
trances into Chiropractic training, not from 
the standpoint of its suitability as a profession- 
al occupation, but because of the belief that on 
account of existing state laws, a trainee upon 





completing his course would be limited to prae- 


be accompanied by an English translation, and! tice in certain States only. Its limited use to 
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the trainee as a_ profession made advisable 
some drastic action which would preclude the 
entrance of the average man into Chiropractic 
training. 

Accordingly, a General Order (No. 177) of 
the U. S. Veterans’ Bureau was issued May 18, 
1923, directing that only beneficiaries having 
early education qualifications required for en- 
trance into a Class ‘*A’’ Medical College shall 
be entered for Chiropractic training, and even 
when so qualified only in schools located in 
States where the practice of Chiropractie is 
legal. 

It will be noted that the educational standards 
required by the Bureau for entrance upon 
Chiropractic courses are now equivalent to the 
educational preparation required for entrance 
into Class ‘‘A’’ Medical Schools. 

In view of the existing contracts and other 
circumstances as set forth by the Director of 
the Veterans’ Bureau, I concur entirely in his 
views and commend his decision as just and 
practical. The Committee learns that Chiro- 
practic is recognized by legislative enactment 
in twenty-eight States. 

Very truly yours, 
Joun F. O’Ryan, 
Major-General, O.R.C., Counsel to the Commit- 
tee on Investigation of Veterans’ Bureau 


October 12, 1923. 
Major-General John F. O’Ryan, O.R.C., 
Counsel Select Committee on Investigation of 
Veterans’ Bureau. 


Dear Sir: 

This is to acknowledge your letter of October 
11, 1923, with reference to the employment of 
chiropractic treatment in the Veterans’ Bureau. 
It is plain that the nature of such treatment 
is not understood by those in charge of the 
Bureau nor the aims of the profession of medi- 
cme. The old idea that one cult was as good 
as another, why not give them all an equal 
chance, has been superseded by a more gen- 
eral knowledge among the laity that the pro- 
fession aims to require of its practitioners a 
longer and longer period of intensive study be- 
fore they are rated as qualified to practice their 
art on the public. No short cuts to knowledge 
are countenanced. The chiropractic cult is 
taught to students in a few weeks, during which 
they are to practice the methods on one anoth- 
er; furthermore they are instructed how to ad- 
vertise their methods and fool the public so 
‘that they will believe that the entire art of 
medicine consists in the adjustment of the spinal 
vertebrae in such a manner as to eure all dis- 
eases. It is an unintelligent and silly cult which 
has for the moment taken a strong hold on the 
imaginations of many legislators, who are not 
in a position to judge the merits of matters 
medical. The chiropractors use much money to 
advance their propaganda and thereby have in- 
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fluenced many legislatures, the regular profes- 
sion attending to their duties and letting the 
eults alone. Many similar delusions have flour- 
ished in the past, such as Thomsonianism, eclec- 
ticism, Christian Science. They will always 
have a vogue but less and less, it is to be hoped, 
among the more intelligent classes. 
Respectfully yours, 
W. L. Burrage, M.D., 
Secretary. 
sniciaemnceidbiittinsiatiadbiiind 


THE AMERICAN ASSOCIATION FOR THE 
STUDY AND CURE OF CANCER 

On October 12 there was organized in the 
New York Academy of Medicine ‘‘The Amer- 
ican Association for the Study and Cure of Can- 
eer.’’? There were over sixty enrolled from 
eighteen different States of the Union and some 
from outside countries, as charter members. 

Dr. L. Dunean Bulkley was elected Presi- 
dent: Dr. Curtis Frank Claassen of Brooklyn, 
Vice-President; Dr. A. Hirst Appel, Colonel in 
the Medieal Corps, U. 8. (retired), Secretary 
and Treasurer; with an Exeeutive Committee 
of five. 

The next Annual Meeting will be held in Chi- 
eago, in May, during the meeting of the Amer- 
ican Medieal Association. 

re en 


DIABETIC COLUMN 


Tue suecessful treatment of diabetes, both 
with and without insulin, depends upon meticu- 
lous attention to detail. Such diets as are pre- 
scribed must be measured accurately. Insulin 
must be administered at a specified time in re- 
lation to meals. An individual program of rest 
and exercise must be outlined for each case. 
linally if drugs are necessary for any purpose, 
they must be carefully selected. 

Recently at the Peter Bent Brigham Hospital 
there has been under observation a severe case 
of diabetes with a very low tolerance. In addi- 
tion to the diabetes, the patient complained of 
an obstinate constipation which was not relieved 
by diet alone, but which required the frequent 
use of cathartics. 

We noticed that it was extremely difficult to 
keep the twenty-four-hour urine sugar free at 
all times; a trace or a large trace of sugar, or 
even ten or fifteen grams of sugar, was often ex- 
ereted between the hours of seven and eleven 
in the morning. On two or three mornings a 
week, however, the twenty-four-hour urine 
would be sugar free without any change in the 
patient’s routine management. On _ careful 
analysis, we discovered that the case was being 
given magnesium citrate as a cathartic two or 
three mornings a week and that on these morn- 
ings sugar invariably appeared in the morning 
urine sample. Furthermore the magnesium ci- 
trate solution which was being used was found 
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to contain a substance which reduced Benedict 's| 
solution and gave a titration figure correspond- | 
ing to about five per cent. of sugar. Thus in- | 
advertently we were giving this patient from 
time to time before breakfast about fifteen grams | 
of a coneentrated sugar solution. It was no} 
wonder that the patient’s tolerance was not im- | 
proved by the treatment! 

| mention this ease as an example of the ex- 
treme attention to detail which must be observed: 
in order to treat severe diabetes successfully 
and in order to obtain the most desirable re- 
sults from insulin. 

REGINALD Fitz, M.D. 
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News Items 


ReEcEPTION TO THE F irst-YEAR STUDENTs, 
Turts COLLEGE MepicaL Scuoot.—On Wednes- 
day, October 17, the Trustees and Medical Fac- 
ulty of Tufts College gave a reception to the 
students of the first-year class of the Medical 
School. 





B. Watson, intercollegiate secretary of the Bos- 
ton Y. M. C. A. Musical entertainment was fur- 


nished by the orchestra from the Dental School | 


and by soloists from the Dental School. 


BeveERLY HosprraL.—A Demonstration Clinic | 


was held at the Beverly Hospital, Tuesday, Octo- 
ber 16. Many interesting cases were shown and 
discussed. 


REMOVAL. 





residence and office from Blue Hill Avenue, Rox- | 


bury, to 484 Commonwealth Avenue, Boston. 


CHANGE OF OFrricE.—Dr. Frank W. Larrabee 
has removed from 4 Nonantum Street, Brighton, 
to 556 Cambridge Street, Allston. 
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NOTICES 
THE ANNUAL MEETING OF THE SOUTHERN 
MEDICAL ASSOCIATION 


This Association will be the guest of the Medical 
Society of the District of Columbia at the Capital, 
November 12-15. 1923. If anyone is in doubt as to the 
value of a union of States in conducting scientific 
meetings, such person should attend the meetings of 
the Southern Medical Association, for, in addition to 
creditable scientific programs, the social features are 
especially well planned. The program will be made 
up of twenty sections and conjoint meetings. 








THE NORFOLK DISTRICT MEDICAL SOCIETY | 

A stated meeting of the Society will be held at the 
Boston State Hospital. West Group, Walk Hill Street, 
Tuesday. October 30, 1923. 

Fellows not having automobiles can best reach the 
Institution by Mattapan car from Egleston Square | 
to Walk Hill Street. The Hospital is about seven- | 
tenths of a mile from Blue Hill Avenue on Walk IIill | 
Street. 

3.30 VM. 





Demonstration of occupational therapy, | 


There were brief addresses by Pres- | 
ident Cousens, Dean Rushmore, and Mr. James | 


Dr. Joseph Resnik is changing | 


visit to the wards, new kitchen and dining room 
building and new operating room. 

4.30 P.M. “The Importance of Psychiatry in the 
Practice of Medicine,” James V. May, M.D. 

“A Review of Several Cases of Interest to the Gen- 
eral Practitioner,” E. C. Noble, M.D. 

“A Report on Thirteen Cases of Neurosyphilis 
Treated with Sulpharsphenamine,”’ Roy D. Hal- 
loran, M.D. 

6.15 P.M. Business. 

6.30 P.M. Collation. 

The censors meet for the examination of candidates, 
Thursday, November 1, 1923. 

Braprorp KENT, M.D., Secretary. 








THE JOINT MEETING OF THE FOUR WESTERN 
DISTRICTS 

The members of the Massachusetts Medical So- 
ciety and other physicians are cordially invited to 
|meet Dr. William A. Pusey of Chicago, the president- 
|elect of the American Medical Association, at the 
| Hotel Kimball, Springfield, Friday, October 26, 1923. 
| Notify Dr. Hervey L. Smith, 249 Union Street, Spring- 
| field, in order to secure seats at the luncheon at 1 
| o'clock, This is an unusual opportunity to meet the 
| President of the A. M. A. 





| NOTICE OF EXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 
Examinations of candidates for entrance into the 
| Regular Corps of the U. S. Public Health Service 
will be held at the following-named places on the 
| dates specified : 

At Washington, D. C., November 12, 1928. 

At Chicago, Illinois, November 12, 1923. 

At San Francisco, Calif., November 12, 1923. 
Candidates must be not less than twenty-three nor 
|more than thirty-two years of age, and they must 
have been graduated in medicine at some reputable 
medical college, and have had one year’s hospital ex- 
perience or two years’ professional practice. They 
must pass satisfactorily, oral, written and clinical 
'tests before a board of medical officers and undergo 


|a physical examination. 

Successful candidates will be recommended for ap- 
pointment by the President with the advice and con- 
sent of the Senate. 

Requests for information or permission to take 
this examination should be addressed to the Surgeon- 
General, U. 8S. Public Health Service, Washing- 
ton, D. C. 


| 
| 
UNITED STATES CIVIL SERVICE EXAMINATION 

The United States Civil Service Commission an- 

nounces the following open competitive examination: 
TRAINED NURSE 
TRAINED NURSE (PSYCHIATRIC) 

The examination will be held throughout the coun- 
try on December 5. It is to fill vacancies in the 
Panama Canal Service, at an entrance salary of $110 
a month for female nurses, and $115 a month for 
male nurses; and at an entrance salary of $125 a 
month for female nurses (psychiatric), and $130 a 
month for male nurses (psychiatric). 

Applicants must have graduated from a recognized 
school for trained nurses which requires a residence 
of at least two years in a hospital giving thorough 
practical and theoretical training, or furnish proof 
of such graduation within six months from the date 
of the examination; and have had at least three 








| years’ experience in a modern, well-equipped hospital, 
|ineluding the experience prior to graduation. 


Competitors will be rated on the subjects of anat- 
omy and physiology, hygiene of the sick-room, gen- 
eral nursing, surgical nursing, obstetrical nursing, and 


| training and experience in nursing. 


Full information and application blanks may be 
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obtained from the United States Civil Service Com- , 
mission, Washington, D. C., or the secretary of the 
board of U. S. civil service examiners at the post 
office or custombouse in any city. 


| 
| 


BUREAU OF COMMUNICABLE DISEASES | 
Announcement has been made that the first lecture 
of the Bureau of Communicable Diseases of the Bos- | 
ton Health Department will be held on October 50, | 
in Room 1111, City Hall Annex, at 4 p.m. Subject: | 
Focal Infections (with special reference to mitral en- | 
docarditis). Speaker: Timothy Leary, M.D.. medical | 
examiner, Suffolk County. A complete program for | 
the vear will be announced next week. 


BACKACHE 

There was a time when in the popular mind back- 
ache meant with certainty disease of the kidneys. 

There have been times when to many physicians | 
backache meant uterine displacement, provided only | 
that the sex of the patient was correct. 

Many who ride in automobiles today would like | 
to know the cause of backache. 

The Industrial Accident Board would doubtless be 
relieved of many difficulties if the matter of backache 
could be cleared up. | 

Many physicians would like to know what to do| 
for backache. 

An unusual opportunity to hear this vexed subject 
presented from various aspects is offered to all physi- 
cians. who are cordially invited to attend the meet- 
ing of the Suffolk District Medical Society in’ the 
Boston Medical Library on the evening of October 51. 


RECENT DEATHS 

Dr. ArTHtR Cowron HEFFENGER died in’ VPorts- 
mouth, N. H., October 16, 1923, after an illness of | 
several months. Ile was born in Cumberland. Md., 
December 12, 1853. and after graduating from = the 
University of Virginia studied medicine at the Uni- 
versity of Maryland, taking his M.I). there in 1875, | 
and then entered the Navy as a surgeon. 

He was in the Navy seventeen years, most of the 
time in South America and = southern European 
witers. On his retirement from the Navy he settled 
in Portsmouth, where he had practiced surgery since. 
He has been prominent in medical work all over the 
State, having been president of the County Medical 
Society and the State Medical Society, and was at | 
fellow of the American College of Surgeons. | 

He was a well known sportsman, having at times | 
a stable of hunting horses and hounds. He was con- | 
sidered an authority on fox hounds and bred several | 
of the blue ribbon winners. He was president of the | 
Brunswick Fur Club of Barre, and was master of the 
hounds at another time. He wrote the first standard | 
for American fox hounds. | 

He is survived by his widow. five daughters, and 
one son. 


Dr. RALpH PutNAM of Winchester. a fellow of the 
Massachusetts Medical Society. died at the Veter 
Bent Brigham Hospital, Roxbury, following an opera- | 
tion for meningitis, October 17, 1923, at the age of 
forty-seven. 

He was born in Chelsea, August 7. 1876, graduated 
from Harvard College in 1898S and from Harvard 
* Medical School in 1901. After serving as house offi- 
cer at the State hospital at Tewksbury and as assist- 
ant physician to the State hospital for dipsomaniacs 
and inebriates at Foxboro he settled in general prac- 
tice at Winchester, latterly giving special attention 
to pediatrics. In 1905 he organized the Winchester 
schoo! physician department. 

He is survived by two sons and by his parents, 
Dr. and Mrs. Joseph Morrill Putnam, of Winchester, 
Dr, Putnam being a retired fellow of the Massachu- 
setts Medical Society. 
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SOCIETY MEETINGS 
DISTRICT SOCIETIES 


Suffolk District Medical Society: 

October 31, 1923:—Stated Meeting at the Boston Medical Libra- 
ry at 8.15 p. m. 

November 14, 1923:—Meeting of Surgical Section in association 
with the Middlesex South District Medical Society at the Boston 
Medical Library at 8.15 p. m. 

December 19, 1923:—Meeting of Medical Section at the Boston 
Medical Library at 8.15 p. m. 

January 30, 1924:—In association with the Boston Medical 
Library and the Middlesex South District Medical Society at the 
Boston Medical Library at 8.15 p. m. 

February 27, 1924:—-Meeting of Surgical Section, in association 
with the Middlesex South District at the Boston Medical Library 
at 8.15 p. m. 

March 26, 1924:—Meeting of the Medical Section, in association 
with the Boston Association for the Prevention and Relief of Heart 
Disease, at the Boston Medical Library at 8.15 p. m. 

April 30, 1924:—Annual Meeting, to be held at the Boston 
Medical Library at 8.15 p. m. 


Worcester District:—The meetings for the year are as follows: 

November 14 in Whitinsville. Paper by Dr. Channing Frothing- 
ham of Boston. 

December 12 in Worcester. Papers by Dr. Fred B. Lund of 
Boston and Dr. Michael F. Fallon and Dr. Walter Seelye of Worces- 
ter. 

January 9 at St. Vincent Hospital, Worcester. 

February 13 at Memorial Hospital, Worcester. 

March 13 at City Hospital, Worcester. 

April 10—A public meeting. 

May 8—Annual Meeting. 


Franklin District :—Society meets at Greenfield the second Tues- 
day of November, January, March, May, July, September. Annual 
Meeting in May. 


Norfolk South District :—Meetings first Thursday of each month 
at 11.30 a. m. October at Norfolk County Hospital, Braintree; 
November, December, January, February, March, April, and May 
at United States Hotel, Boston. The November, February and May 
meetings are Stated Meetings. 


Middlesex South District Medical Society: 

November 14, 1923:—Combined meeting with the Surgical See- 
tion of the Suffolk District Medical Society at the Boston Medical 
Library, 

December, 1923:—Hospital Day, probably at the Cambridge 
Hospital. . 

January 30, 1924:—Combined meeting with Suffolk District at 
the Boston Medical Library. 

February 27, 1924:—Combined meeting with the Surgical Sec- 
tion of Suffolk District at the Boston Medical Library. 

March, 1924:—Hospital meeting; place not yet determined. 

April, 1924:—Annual meeting. 


Hempden District:—-The meetings for the year are as follows: 


Combined meeting October 26, 1923, at Hotel Kimball, Spring- 
field, at 1 p. m. Speakers: Dr. J. S. Stone of Boston, Dr. Alfred 
Worcester of Waltham, Dr. E. H. Bigelow of Framingham, and 
Dr. W. A Pusey of Chicago. January, 1924, at Springfield. April, 
1924, at Springfield: Annual Meeting. 


Bristol South—Semi-annual meeting will be held in New Bed- 
ford, November 1, 1923. The Annual Meeting will be held in 
New Bedford, May 1, 1924. 


STATE, INTERSTATE AND NATIONAL SOCIETIES 


Schedule of meetings of the New England Dermatological Society > 

Monday, November 5, 1923, at 2 p. m., in the Skin Out-Patient 
Department, Massachusetts General Hospital. 

Wedzesday, December 12, 1923, at 3 p. m., in the Surgical Am- 
phitheatre, Boston City Hospital. 

Wednesday, February 13, 1924, at 3 p. m., in the Skin Out- 
Patient Department, Massachusetts General Hospital. 

Wednesday, April 9, 1924, at 3 p. m., in the Surgical Amphi- 
theatre, Boston City Hospital. 


Eastern Dermatological Societies :—The second annual joint meet- 
ing of these societies will be held at the Massachusetts General 
Ifospital, in the Skin Out-Patient Department, on November 5, 
1923, at 2 o’clock. 
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